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To the general practitioner, ‘Diseases of the Veins’ means, above all, 
varicose veins, and all their accompaniments, and thrombophlebitis. These 
therefore receive due prominence in our symposium this 
The month. Perhaps the two greatest advances that have been 
Symposium made in this important field of medicine are the clarification 
of the indications for operation in the treatment of varicose 
veins and the demonstration of the value of radical operation in the treat- 
ment of varicose ulcers. As Mr. Cockett, who has himself played a leading 
part in this field, points out in his article: ‘It is not too much to say that 
these radical operations on the veins (ankle perforator exploration and 
stripping) have completely revolutionized the outlook for those patients 
with chronic leg ulcers—particularly the younger patients’. In the case of 
varicose veins, unfortunately, the outlook is not so bright, and it is interesting 
to compare Mr. Macpherson’s conclusion in his article this month (“The 
treatment of varicose veins can sometimes be a sore trial to both patient 
and doctor’) with Mr. Ian Fraser’s when he wrote on the same subject in 
our issue of September 1955: “The treatment of varicose veins is a challenge 
to one’s intelligence. . . . Treatment must be given with humility, for the 
results are still in many cases disappointing and, unfortunately, no reliable 
cure is yet available’. 


THE gross cost of prescriptions dispensed under the National Health Service 
doubled during the first nine years of the Service. If note be taken, how- 
ever, of the fall in the value of money and the drug bill for 
The Drug 1957-58 be based on 1949-50 values, the increase is only in 
Bill the region of 45 per cent. Further, if the initial years are 
ignored, and 1951-52 is compared with 1957-58, the pro- 
portion of the total cost of the Service accounted for by the drug bill has 
remained practically steady—at 10.25 per cent. “These figures’, as the final 
report of the committee on ‘Cost of Prescribing’ (H.M. Stationery Office. 
Price 6s.) points out, ‘do not support the general belief that the cost of the 
pharmaceutical service is increasing at a much faster rate than that of the 
other branches of the National Health Service’. 

As in the case of practically every other committee set up to investigate 
the activity of the National Health Service, the absence of statistics has 
prevented any definite conclusions being drawn as to whether the nation is 
getting value for money. By and large, however, the committee feel that the 
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position is by no means as unsatisfactory as some have made it out to be. 
On the other hand, there is no room for complacency. Whilst the large 
majority of pharmaceutical companies and doctors are cooperating to 
reduce costs and prescriptions, there is a small minority who are either 
making immoderately high profits or are prescribing extravagantly. To cope 
with this minority there is no-one better qualified than the prescribing 
practitioner. If he were to restrict his prescribing to standard drugs and the 
preparations of those pharmaceutical companies who are satisfied with a 
reasonable profit, and if he were to prescribe the minimum of drugs neces- 
sary in a given case, the wastage would disappear overnight. Exactly what 
this would mean in terms of hard cash no-one can foretell, but it would 
mean that the nation would be reassured that the drug bill was being cut 
to a minimum. In performing this duty—for duty it is—the practitioner 
would be considerably helped if he had the backing of the Minister of 
Health in the form of appeals to the public not to pester their doctors for 
unnecessary drugs. 


In a pamphlet, ‘The Future of the Family Doctor’ (The Fabian Society, 
11 Dartmouth Street, London, S.W.1. Price 2s. 6d.), Dr. Bruce Cardew 
has produced a review of the subject which, in spite of its 
The Family origins, is refreshingly free from clichés. Granted that he 
Doctor repeatedly refers to the general practitioner as a ‘private 
entrepreneur’, but his approach is the fundamentally sound 
one that the family doctor occupies the key position in the National Health 
Service. He strongly rejects the current Russian contention that ‘the general 
practitioner is gradually disappearing to be replaced by rapidly growing 
forces of specialists in various branches of medicine’. Apart from anything 
else, ‘unless the family doctor can do his work efficiently the cost of the 
hospital service is bound to rise’. 

This is perhaps the most important point made in the whole pamphlet. 
Its importance is enhanced by the fact that it tends to be ignored by 
practically all those concerned with the future of the National Health 
Service. The whole aim of the Service is to keep patients out of hospital, 
and the only way of achieving this is by providing the conditions under which 
general practitioners can carry out their work. Dr. Cardew’s suggestions 
for providing these conditions consist of a modification of the capitation 
system which would allow of the average doctor’s list being reduced to 
2000, a more equable way of distributing expense allowances, the en- 
couragement of group practice and a more liberal allocation of money for 
building or renovating practice premises. In addition, he emphasizes the 
need for adjusting the medical curriculum so as to ensure that the newly 
qualified practitioner knows something of the conditions under which he 
will have to work: In this connexion, one of his most interesting suggestions 
is that ‘a period in general practice would undoubtedly broaden the outlook 








be. 


irge 
- to 
ther 
ope 
ing 
the 
ha 
ces- 
yhat 
yuld 
cut 
ner 
r of 
for 


ety, 
Jew 
F its 
he 
vate 
und 
alth 
eral 
ying 
Ling 
the 


let. 


alth 
ital, 
Lich 
ons 
tion 
| to 
en- 
for 
the 
wly 
_ he 
ons 
ook 








THE MONTH 3 


for specialists. If all hospital doctors on completing the post as registrar 
and while waiting to become senior registrars were required to spend six 
months in general practice there would be a great gain’. 


Onz of the minor tragedies of the last decade is the unbalanced picture of 
our National Health Service which has gained currency in the United 
States of America. It may be that in political matters our 
As Others American colleagues recognize only two shades—black and 
See Us’ white. It may be that we have been unfortunate in some 
of our unofficial ambassadors. Whatever the reason, there has 
been a regrettable tendency for the Service to be labelled as ‘socialized 
medicine’ with all that this label implies in current American thought. 
At long last, however, a serious study of the Service has come from the 
other side of the Atlantic. Under the title of “The English Health Service’ 
(Harvard University Press. London: Oxford University Press. Price 30s.), 
Professor Harry Eckstein, of the Department of Government in the 
University of Harvard, has produced a survey of the Service which will 
prove of more than passing interest to British readers. Having spent two 
years in this country in the preparation of the book, Professor Eckstein has 
fully acquainted himself with the working of the Service. He is a self- 
proclaimed planner, with all the defects that this involves when one comes 
to deal with human beings, and it may well be that he has spent too much 
time with the inmates of the London School of Economics. On the other 
hand, he has obviously approached the subject with an open mind, and he 
has some shrewd comments to make on the tactics of the official 
representatives of the profession, as well as those of both political parties. 
It is for this reason that his book is deserving of careful consideration by 
all concerned with the working of this Service. It will be equally valuable 
to the American reader. As Professor Howard Means points out in his 
foreword: “The British medical venture is not something for us to imitate 
blindly’, but it is something from which the American reader can learn 
much which will be of value to him in the difficult transitional period 
through which American medicine is now passing. 


It has long been recognized that dental caries is more common among 

females than males. An examination of mandibles from a seventeenth- 

century burial ground in London showed that 26 per cent. 

Sex and of male specimens were caries free, compared with only 

Dental Caries 14.5 per cent. of the female specimens. This sex difference 

is not confined to Europeans, and has been found in the 

Eskimo, the Masai and the Chinese. The cause of this difference, however, 

has never been clear. J. N. Mansbridge (Brit. dent. F., 1959, 106, 503) has 

now reinvestigated the problem in a survey of over four thousand Edinburgh 
school children, aged 5 to 17. 
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His results show that at each year of age girls show a higher prevalence 
of dental caries than boys. Part of this difference was accounted for by 
differences in duration of exposure of the teeth in the mouth as a result 
of the earlier eruption of permanent teeth in girls compared with boys, 
but this did not account for the entire difference. Attention was therefore 
turned to environmental factors, but here again no adequate explanation 





















could be found to account for the difference. The standard of oral hygiene, De 
for instance, was higher among the girls than among boys, and other 
workers have shown that among British children from the age of g years Pre 
upwards boys consume more sugar than girls in increasing amounts, som often 
that between the age of 15 and 18 years boys eat more than twice as much are 
as girls. In both these respects therefore, the incidence of caries should Tur 
be higher among boys than girls if environmental factors play a role 1 
Mansbridge therefore concludes that part at least of the difference in dental a : 
caries prevalence between the sexes is constitutional in origin. In reaching os 
this conclusion he rightly draws attention to the necessity for taking this “ ¥ 
sex differentiation into account in any study of dental caries. a 
IN our June issue we warned our readers that, as a result of the dispute om 
in the printing industry, the printing of The Practitioner would be subject tate 
to ‘unpredictable delays’. Subsequent events have confirmed ai 
Running our worst fears. Unlike some of our contemporaries we decided Thus 
Late not to produce makeshift editions, but to suspend publication ds 
until the two sides to the dispute were able to reach agreement. ” 
We trust that our readers will agree that, in the circumstances, this was 
the best course to follow, but we would take this opportunity of offering Bizz 
them our apologies for any inconvenience to which they may have been put. (192 
So far as the future is concerned we propose to maintain uninterrupted "th 
—if delayed—publication. Although this—nominally the July—issue is ene { 
not appearing until August, the August issue will be published as soon as cee 
possible. At the time of going to press it is not possible to say when this ve 
will be, but we trust that it will be before the end of the month. There will if -% 
inevitably be delays in publishing a few of the subsequent numbers but we dias 
hope that we shall be back to our normal date of publication—the first of the On x 
month—by the end of the year. There will be no alteration or modification at 
in our scheduled plan of symposia and, in accordance with long-established ra 7 
custom, our October number will be a Special Number devoted to ‘Advances nt 
in Treatment’. Galling and frustrating though the delay in publication has Schi 
been to the editorial staff, we have been encouraged by the many messages fusic 
of sympathy which we have received from both readers and contributors. Si 
Like them we look forward to the day when once again The Practitioner will ‘. 
appear on readers’ breakfast tables on the first of the month. The Scottish sealed 
reader is probably not alone who bases his calendar upon the unfailing oa 
regularity of arrival of his copy. When he sees his copy on his breakfast table ade’ 


he knows that it is the first of a new month! 


July 
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CURRENT VIEWS ON 
VENOUS THROMBOSIS 


By J. R. A. MITCHELL, M.B., B.Sc., M.R.C.P. 
Department of the Regius Professor of Medicine, Radcliffe Infirmary, Oxford 


‘Progress is rarely achieved by ruthlessly brushing aside existing knowledge . . . 

often the re-examination of known facts and their re-evaluation serve as the surest 
means to construct a solid foundation from which new advances can be launched’. 
—Quick, 1951. 
Tue fundamental distinction between thrombosis and clotting was first 
made by Zahn (1875). He injured a vessel, and produced an occluding 
mass, with a definite laminated structure. This ‘white thrombus’ was quite 
unlike the amorphous, jelly-like clots which were found in normal vessels 
after death. Twenty-five years earlier Jones (1850) had showed that when 
a vessel was injured, a mass of cells appeared at the site, but it was left to 
Bizzozero (1882) to describe the actual process by which a thrombus 
formed. He found that platelets stuck to the injured vessel-wall and to each 
other. This plug became coated with fibrin, and at a later stage fibrin began 
to accumulate in its interstices, together with trapped red and white cells. 
Thus ‘clotting’, in the sense of fibrin deposition, was a relatively late event, 
and the first step was the formation of the platelet plug. 


PLATELETS AND THROMBOSIS 

Bizzozero’s observations have been confirmed by many workers. Shionoya 
(1927) shunted blood from a rabbit’s femoral artery to its femoral vein 
through a glass tube, and found that a ‘white thrombus’ consisting of plate- 
lets formed. Best, Cowan and Maclean (1938) found that if a linear scratch 
was made on the surface of the glass shunt a white mass formed rapidly 
and propagated itself in the direction of blood flow. They also showed that 
if the mass was removed from the shunt within a few minutes of its forma- 
tion, and examined microscopically, individual platelets could be identified. 
On examining an older thrombus, however, the platelets had fused together. 
Hayem (1878) had seen a similar process in shed blood, and this tendency 
on the part of platelets to stick to each other and to glass, to swell and then 
lose their identity was called ‘viscous metamorphosis’ by Eberth and 
Schimmelbusch (1886). If then, the accumulation of platelets and their 
fusion into an occluding mass is the first stage in intra-vascular thrombosis, 
we must examine this process in more detail. 

In shed blood stored at body temperature in glass containers viscous 
metamorphosis occurs rapidly. If the surface tension of the glass is altered 
by siliconization, its onset is delayed, and the deposition of platelets on a 
surface seems to depend upon the ease with which it can be wetted. The 
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adherence of platelets to each other is more difficult to understand as they 
normally carry a negative charge (Bigelow and Desforges, 1953) and would 
tend to repel each other. Humoral factors influence viscous metamorphosis, 
for Wright and Minot (1917) showed that it did not occur if platelets were 
removed from blood and suspended in saline, but it did if serum was then 
added. They did not think that the factor concerned was thrombin, for it 
was a heat-stable globulin, active only in the presence of calcium and ad- 
sorbed by barium sulphate; this view was reinforced by Tait and Burke's 
(1926) observation that platelets disintegrate before fibrin appears. The nature 
of the substance which promotes platelet metamorphosis is still unknown, 
although Bergsagel (1956) believes it to be an intermediate product of 
thromboplastin formation. The presence of fibrinogen does not seem to be 
necessary for the viscous change, for in two groups of patients with afibrino- 
genzmia the platelets stuck together and lost their individual structure in 
the usual way (Pinniger and Prunty, 1946; Alexander et al., 1954). 

To sum up, the adherence of platelets to a surface depends upon the 
nature and wettability of the surface; viscous metamorphosis seems to 
depend upon various humoral factors, and can occur in the absence of fibrin. 
Similar processes occur in primitive creatures: the King crab, for instance, 
has no fibrinogen and has only one type of circulating cell, which will not 


stick to non-wettable surfaces. After injury, these amcebocytes adhere to the 


lesion and to each other forming a mass which later retracts (Loeb, 1928). 


THROMBOSIS AND THE VESSEL WALL 
Briicke (1857) suggested that a healthy endothelium prevented thrombosis 
and Freund (1886) found that normal endothelium was non-wettable. If 
platelet accretion is the first stage in thrombus formation, the properties 
of the vessel lining must alter, to allow the platelets to stick. Between the 
endothelial cells lies the silver-staining cement substance. Chambers and 
Zweifach (1940) showed that particles of carbon black perfused through a 
normal vessel did not adhere to the walls; when the vessel was injured, 
however, a gelatinous mass of cement piled up on the endothelial surface 
and the carbon particles stuck to it. McGovern (1955) found that injury led 
to increased cement formation and that platelets behaved like the carbon 
particles, sticking to the glutinous blob of cement at the site of injury. He 
also found that circulatory stasis produced excess cement and this may pro- 
vide a link with some of the traditional clinical findings. Another aspect of 
the vessel wall which may influence platelet deposition is its electrical charge. 
The normal intima carries a negative charge, of the order of 1 to 5 mV. 
After injury the polarity is reversed, the intimal charge being positive and 
of the order of 2 to 5 mV (Sawyer and Deutch, 1953). Thus, the nega- 
tively charged platelets would be repelled by the normal intima, but 
attracted by an injured area. 
If the endothelium, cement substance and surface charge are important 
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factors in thrombus formation, sections of veins, stained by orthodox tech- 
niques, should not be expected to be of assistance. It cannot be assumed 
that a vein is entirely normal on the basis of a routine examination, and any 
results derived in this way must be viewed with caution. O'Neill (1947) 
examined animal endothelium carefully by opening and spreading the vein, 
and staining the cement substance with silver nitrate. He showed that injury 
altered the pattern of cement lines; Samuels and Webster (1952) confirmed 
this finding and Sinapius (1952) and McGovern (1955) found that similar 
areas of abnormal endothelium could be found in human vessels. Such areas 
were commoner in older subjects and it seems possible that the vein lining, 
like other surfaces, is being continually damaged and repaired; in the 
absence of other predisposing factors, such as circulatory stasis, a thin film 
of platelets coats the lesion and a thrombus does not form. 


STASIS AND THROMBOSIS 

Hewson (1771) showed that when a vein was doubly ligated the blood be- 
tween the ties stayed fluid, so stasis alone cannot produce thrombosis. 
Wynn Williams and Montgomery (1959), however, found that forty-eight 
hours after they had injured the intima of rats’ femoral arteries, only three 
out of 14 contained thrombus. When the flow through the damaged segment 
was slowed by a silver clip, five arteries out of eight were thrombosed. How 
may stasis contribute to thrombus formation on an area of intimal damage? 
In the first place, when the stream is slowed, platelets move from the axial 
zone into the sluggish peripheral plasma zone (Eberth and Schimmelbusch, 
1888), thereby facilitating platelet accretion on an endothelial lesion. 
Secondly, stasis increases cement formation (McGovern, 1955). Thirdly, 
both viscous metamorphosis of platelets and blood coagulation are de- 
pendent upon a local increase in the concentration of humoral agents 
released by platelet or tissue breakdown. When blood flow is rapid these 
substances will be washed away and the local concentration will remain low. 
As the flow is slowed, so the concentration in the area will increase, and a 
critical level may be reached. A slow flow may also contribute to thrombus 
propagation, for when the initial mass retracts, it will squeeze out serum and, 
unless this is diluted and swept away, secondary thrombus will form, which 
in its turn, by retracting and extruding more serum, will propagate the clot 
(Quick, 1951). This explanation is in keeping with the fact that a thrombus 
is often attached to the vein wall only at its ‘head’ (where the initial platelet 
accretion developed), the ‘tail’ of the clot being smaller than the vessel, and 
lying free within it. 


PREDISPOSING FACTORS 
I have suggested that thrombosis begins by platelet accretion on an area of 
endothelial damage. The platelets undergo viscous metamorphosis and this 
is followed by fibrin deposition and secondary clotting. Can we account for 
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any of the known predisposing situations (operations, childbirth, bed rest, 
cardiac failure and so on) in terms of this sequence of events? 

(a) Changes in platelets—Dawbarn et al. (1928) showed that the platelet 
count began to rise four days after operation or parturition, reaching a 
maximum at the tenth day. Wright (1942) found that the platelets became 
more sticky during this period, and showed also that the maximum rise in 
sedimentation rate occurred before the fourth day, suggesting that red cell 
and platelet stickiness are not parallel phenomena. Tullis (1953) demon- 
strated increased platelet stickiness in anoxia and carbon dioxide retention; 
this may help to explain the connexion between cardiac failure and venous 
thrombosis. 

(b) Changes in vessel wall—If one examines the vessels in the orthodox 
way, there may well be no obvious abnormality (Aschoff, 1924; McLachlin 
and Patterson, 1951), but very few workers have used O’Neill’s (1947) 
technique, and examined the all-important endothelium and cement. Short 
(1954), however, showed that where the leg veins lay close to, or were 
crossed by, an artery, the intima was thickened and contained metachromatic 
material. When he compared the distribution of these areas with the com- 
mon sites for thrombus formation he found a striking correlation. 

(c) Stasis.—Stasis occurs in many of the situations in which thrombosis 
is common; Wright et al. (1951), using the transport rate of labelled sodium 
as an index of leg blood flow, showed that there was no reduction in flow 
in ambulant patients after operation, whereas patients confined to bed 
showed a marked slowing, which was maximal at the tenth to twelfth day. 


ANTICOAGULANTS 
It would be reasonable to assume that anticoagulants would be of value in 
venous thrombosis, if the underlying process was simply one of intra- 
vascular clotting. As this is not so, we must examine the effect of these 
drugs in more detail. Biirker (1904) showed that anti-clotting factors helped 
to preserve platelets. When Shionoya (1927) was studying thrombus forma- 
tion in a glass shunt he found that heparin slowed down or prevented red 
thrombus formation, but did not affect the build-up of platelets into a white 
thrombus, and Best et al. (1938) showed that heparin prevented both red 
and white thrombus formation in glass shunts in dogs, cats and monkeys, 
but not in rabbits. Baronofsky and Quick (1943) found that viscous meta- 
morphosis was not affected by amounts of anticoagulant which just inter- 
interfered with clotting, whereas excess anticoagulant prevented it. Zucker 
(1947), working on injured mesenteric vessels, showed that anticoagulant 
doses of heparin and dicoumarol reduced the size of the platelet plug which 
appeared at the injured area, whereas after very large doses of heparin no 
plug formed. Samuels and Webster (1952) showed that heparin did not 
prevent a thrombus forming in an injured vessel, but the mass remained 


localized. 
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Thus, although anticoagulants in the usual amounts do not prevent 
platelet accretion, they do seem to limit its extent and reduce the secondary 
red thrombus formation. 


FIBRINOLYSIS 

Morawitz (1906) showed that the blood remained fluid after sudden death; 
the blood was not only incoagulable, but was also able to attack added fibrin 
and fibrinogen. Nolf (1908) found that this was due to a proteolytic enzyme 
which we now know as plasmin or fibrinolysin. Is there normally a balance 
between fibrin deposition and fibrinolysis, and might a disturbance of this 
balance encourage thrombus formation? There is no convincing evidence 
that fibrinolysis plays any part in the normal economy of the body and, in 
any event, fibrin deposition occurs at a relatively late stage in thrombus 
formation. Kaulla (1947) showed that there was increased lytic activity in 
patients recovering from venous thrombosis and Kwaan et al. (1957), find- 
ing that serotonin was a potent stimulator of fibrinolysis, thought that this 
might represent a defence mechanism against thrombosis: when platelets 
stick to a vessel wall and disintegrate, the serotonin released will stimulate 
local lysis and stop the thrombus spreading. 


THROMBOSIS AND INFLAMMATION 

Hunter (1793) realized that veins in an inflamed area often thrombose and, 
as inflammation of the vein wall produces endothelial damage, it can 
readily be seen how ‘phlebitis’ may be accompanied by thrombosis. Can 
thrombosis produce inflammation, for many patients with deep leg vein 
occlusion are febrile and have a leucocytosis and raised sedimentation rate? 
Yet Aschoff (1924) found no abnormality whatsoever in the vein walls of 
such patients and McLachlin and Patterson (1951), in a 100 complete dis- 
sections of the pelvic and leg veins, found only five cases in which there 
was some thickening and cellular infiltration of the vein wall. If the 
presence of clot within the vein does not produce local inflammation, what 
is the mechanism of the inflammatory response shown by many of these 
patients? If the majority of patients with deep venous thrombosis have vein 
walls which are not inflamed, does this mean that when inflammation and 
thrombosis do occur together, as in most superficial venous thromboses, 
inflammation is the initial process, and the thrombosis a secondary 
phenomenon? 


SUMMARY 
Intravascular clotting is only part of the process by which a thrombus 
forms. The first step seems to be deposition of platelets which then undergo 
viscous metamorphosis. The mass becomes coated with fibrin and only then 
does true clotting occur. 
The basic lesion is probably an area of endothelial damage; this damaged 
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area will be more likely to cause thrombosis when there is circulatory stasis, 
or when the platelets increase in number and stickiness after operations 


and parturition. 
Anticoagulants, fibrinolysis and the relationship between thrombosis and 


inflammation are discussed. 
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THE TREATMENT OF 
VARICOSE VEINS 


By A. I. S. MACPHERSON, Cu.M., F.R.C.S.Ep. 


Surgeon, Royal Infirmary, Edinburgh; Lecturer, Department of 
Clinical Surgery, University of Edinburgh 


A KNOWLEDGE of the anatomy of the veins of the lower limbs is a sine qua 
non for the understanding of the management of varicose veins. 


SURGICAL ANATOMY 

Venous blood from the lower extremities drains through three 
systems of veins: the superficial, the deep and the communicating veins. 
The superficial system comprises the long and the short saphenous veins 
and their tributaries. The long saphenous vein in the thigh and the tribu- 
taries of both the long and the short saphenous in the leg lie in the sub- 
cutaneous tissue supported only by a thin layer of perivascular fibrous 
tissue, whereas the long saphenous vein in its whole course below the knee 
and the distal part of the short saphenous are invested and supported by 
the deep fascia. More proximally, the short saphenous vein pierces the deep 
fascia to enter the popliteal fossa, where it usually terminates by joining 
the popliteal vein. At intervals of 4 to 8 inches (10 to 20 cm.) throughout the 
length of the saphenous veins and their tributaries there are valves which 
consist of endothelium and some supporting intimal tissue. These valves 
are usually bicuspid and are so arranged that in the normal leg they prevent 
the flow of blood towards the extremity of the limb or outwards from the 
deep veins. 

The deep veins lie for the most part between the muscular compartments 
of the leg and thigh and are the main pathways for the return of venous 
blood from the lower limb. They consist of the posterior and anterior tibial 
and peroneal veins in the leg, the popliteal vein, and the superficial, deep 
and common femoral veins in the thigh. In the erect posture, retrograde 
flow of blood is prevented by a series of bicuspid valves. During activity, the 
relaxation and contraction of the surrounding muscles enclosed within the 
deep fascia of the leg and thigh allow the deep veins first to fill and then 
to empty by forcing the blood through them towards the heart. In the 
process this pumping action of the muscles helps to drain the superficial 
system through the communicating veins. 

The communicating or perforating veins penetrate the deep fascia to con- 
nect the superficial veins with the deep system. They are found both in the 
thigh and in the leg, but are more numerous in the leg and pursue a much 
more tortuous course. The most important of these communicating veins 
lie in the lower part of leg. On the medial side, they arise from a longitudinal 
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vein, which lies posterior to the long saphenous vein and is connected with 
it at several points, pierce the deep fascia at one or more places between 
10 and 20 cm. above the heel, and pass inwards between the gastrocnemius- 
soleus and deep muscle groups to join the posterior tibial veins. On the 
lateral side, the perforating veins traverse the septum between the gastroc- 
nemius-soleus and peroneal muscles to connect the tributaries of the short 
saphenous vein with the posterior tibial and peroneal veins, and on the 
dorsal aspect veins deep in the gastrocnemius muscle may have superficial 
connexions with either or both the long and the short saphenous systems 

If the valves on the communicating veins are incompetent (whether 
primarily or secondary to thrombosis and recanalization of the deep veins), 
blood will flow at a pressure little lower than arterial from the deep to the 
superficial systems both on standing and during activity. Because of the 
investment by deep fascia of the long saphenous vein below the knee anc 
of the distal part of the short saphenous, these veins hypertrophy and teno 
to dilate evenly and usually not very greatly. The varices which develo; 
below the knee occur almost exclusively in the unsupported tributaries ot 
the long and short saphenous veins. Indeed, in the presence of such varices, 
the middle part of the long saphenous vein in the leg will often be found 
to be occluded or of very narrow calibre. 


ETIOLOGY AND PATHOLOGY 

Varicosity of the superficial veins occurs when incompetence of the valves 
at the sapheno-femoral or sapheno popliteal junctions, or in the com- 
municating veins, permits blood to flow from the deep to the superficial 
veins. It involves the long saphenous vein much more commonly than the 
short saphenous. Ina small proportion both are affected. In considerably more 
than half the cases a strong familial tendency can be elicited and when both 
the parents are affected, severe varicosity may develop in the offspring 
during adolescence. The possibility of an arterio-venous fistula as the cause 
of the venous enlargement in the young patient has to be remembered, but 
it is rarely encountered and is usually associated with other recognizable 
features such as a continuous bruit, failure of the varices to empty in the 
supine position and a high oxygen content of the contained blood. Valves 
in the superficial veins may become shrunken and incompetent as a result 
of phlebitis or direct trauma, and in the deep veins in consequence of post- 
operative or postpartum thrombophlebitis. 

Once the primary defect is established, the effects of it upon the distal 
part of the superficial venous system will be made worse by such contri- 
butory factors as height (in men), weight (in both sexes, but more particu- 
larly women), pregnancy, occupations or hobbies which involve prolonged 
standing, and the use by women of tight elastic (which has often been worn 
so long that it has lost its stretch) around the thighs to keep up the stockings. 
The irregular dilatation and tortuosity of the superficial veins lead to stasis 
of blood in the distal parts of leg, mural thrombosis within the varices the 
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onset of which may be painful, edema and fibrosis in the subcutaneous 

‘ue, and pigmentation and anoxia of the skin especially above the malleoli. 
Irritation of this somewhat devitalized skin by rough clothing or repeated 
cratching may induce a chronic dermatitis, and minor trauma may pre- 
cipitate the onset of ulceration. 


DIAGNOSIS 

Uncomplicated varicose veins are seldom associated with severe symptoms 
and sometimes there may be none at all. Lean and often athletic men may 
aave become conscious of the presence of a prominent long saphenous vein 
when they are standing, and women may complain of the unsightly appear- 
ance of localized dilatations or telangiectatic patches below the knee or at 
the ankles. There may be complaints of itchiness and skin discoloration 
»ver a distended vein or of an ache immediately on rising in the morning, 
on getting out of a hot bath, in hot weather or just before menstruation. 
[he most common symptoms are increased fatigue, a feeling of fullness and 
aching pain in the calf, and ankle oedema in the evening or after prolonged 
standing. Complications may arise at any time in the development of varicose 
veins, the occurrence of painful localized thrombophlebitis in an early stage 
often accelerating the progress of the condition. Later, pigmentation of the 
skin of the lower leg, subcutaneous fibrosis, dermatitis and ulceration may 
supervene. These complications and their treatment are considered else- 
where in this symposium. 

A general examination of the patient with varicose veins is essential, to 
exclude the presence of conditions such as an intra-abdominal tumour or 
pregnancy, or the possibility that the symptoms are due to some cause quite 
unrelated to the veins such as foot-strain, osteoarthritis of the knee, hip or 
lumbar spine, or arterial insufficiency. Local examination by inspection and 
palpation confirms the existence of varicose veins and then defines as accu- 
rately as possible the sites of valvular incompetence. The most common sites 
are at the groin, just below mid-thigh, above and below the knee and in 
the calf 1 to 2 cm. behind the line of the long saphenous vein and 10 to 
20 cm. above the heel; and for the short saphenous vein, behind the knee, 
over the gastrocnemius muscle and along the line of the septum between 
the gastrocnemius-soleus and peroneal muscles. Veins which are prominent 
without being incompetent can be differentiated by observing that when 
the patient walks about they tend to become smaller. Incompetence at the 
sapheno-femoral junction is most readily determined by the Brodie- 
Trendelenberg test (Brodie, 1846). 

The patient lies down, and after the superficial veins have been emptied by 
raising the leg, a tourniquet is applied just below the groin sufficiently firmly to 
compress the long saphenous vein only. When the patient stands the normal super- 
ficial venous system remains empty, gradually filling from below. If the tourniquet 
is removed quickly and the sapheno-femoral junction is incompetent, the blood 
drops into the empty vein and fills it rapidly from above. If the vein does not 


remain empty while the tourniquet is still in place on the groin, it may be assumed 
that an incompetent communicating vein exists lower down the leg. With the 
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patient lying down again and the leg elevated, further tourniquets are applied at 
points on the extremity below the probable sites of emergence of the main com- 
municating veins. The patient then stands up, the tourniquets are removed suc- 
cessively from below upwards and the points noted where rapid filling of the super- 
ficial system occurs. Finally the state of the short-saphenous system is tested by 
placing a tourniquet just below the knee and maintaining pressure over the long 
saphenous vein after the patient stands up and the tourniquet is removed. 


TREATMENT 
The treatment of uncomplicated varicose veins may be considered under 
four headings :— 
(1) General treatment. 
(2) Operation. 
(3) Local obliteration of the varices by injection. 
(4) Supportive treatment. 


GENERAL TREATMENT 

General treatment may be the only form of treatment required in mild cases 
or all that is permitted by the patient, or it may be used to supplement 
any of the other methods. The broad aim is to reduce to a minimum the 
strain put upon the dilated veins. Obesity always calls for dietetic treatment, 
and a warning against increase in weight should be given to those who are 
tending that way. Prolonged standing at work or at recreation and prolonged 
sitting in rather cramped surroundings, such as a cinema or a motor car, 
should be avoided. A search is made for possible causes of venous obstruc- 
tion. Garters, especially round the thighs, are forbidden, intra-abdominal 
swellings treated appropriately and constipation is corrected. Veins which 
ache on rising in the morning may be relieved by bicycling exercises while 
still supine, or in hot weather by a cold bath. When resting the patient 
should have his feet on a sofa or a high stool and swelling of the ankles 
can be relieved by sleeping with the foot of the bed raised on 12-inch 
(30-cm.) blocks. The skin of the feet and legs requires particular care. 
Bathing in tepid water and drying thoroughly with a soft towel at least once 
daily should be followed by dusting the feet with powder and gently 
massaging the supra-malleolar regions and the shins with cold cream. 
Epidermophytosis is common and must be treated by cleanliness, frequent 
changes of socks and fungicidal powders. If the occupation is such that 
minor bruises to the leg are virtually unavoidable, some protection may be 
obtained from wearing a light hockey shin-guard inside the socks. 


OPERATION 
In uncomplicated varicose veins the general indications for surgical treatment 
are incompetence at the sapheno-femoral or sapheno-popliteal junctions 
with consequent involvement of the whole of the long or short saphenous 
systems; incompetent communicating veins, especially when they are the 
cause of recurrence after a previous operation; the presence of symptoms 
referable to the varices; the threat of complications; and symptomless in- 
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competent veins in young people who have a strong family history. The 
main contraindications to operation are gross obesity and skin sepsis. In 
the presence of occlusive peripheral vascular disease varicose veins require 
careful assessment. If it is considered that they are contributing to the local 
anoxia and circulatory insufficiency, they should be treated by ligature of 
the incompetent sites. Supportive treatment in these circumstances is abso- 
lutely contraindicated, for it is likely also to compress the superficial arterial 
collaterals. 

If operation is indicated, the alternatives to be considered are ligature 
of all detectable incompetent sites and stripping. Stripping is preferred 
when the long saphenous vein is predominantly affected and especially when 
there are many incompetent tributaries entering it along most of its length. 
Sometimes stripping may be combined with ligature of an obvious low-leg 
perforator, or partial stripping may be combined with below-knee ligatures 
when the lower part of the long saphenous vein is obliterated. Ligature is 
indicated for the single incompetent communicating vein, for incompetence 
of the short saphenous system and when the main defects are in the per- 
forating veins. 

Certain points of general technique in the performance of these operations 
may be emphasized here. Local anesthesia may be used when single or 
well-localized incompetent sites are to be ligatured, but in most instances 
general anesthesia is preferable. The anzsthetic agents, however, should 
be short-acting so that the patient can get up and look after himself later 
the same day. To empty the dilated veins and so reduce blood loss during 
the operation, the table may be tilted head down or the leg elevated by 
slinging the foot to a lithotomy post. Except at the groin, immediately below 
the knee and in the popliteal region, all incisions should be vertical or very 
slightly oblique and should be not less than 2 inches (5 cm.) long. There is 
no place for peep-hole incisions in the surgery of varicose veins and trans- 
verse incisions in the leg do not heal well, the distal flap tending to become 
cedematous and thicker than the proximal. At the groin, the incision is 
made obliquely downwards and medially from the point where the inguinal 
fold crosses the femoral artery. The incision below the knee lies just distal 
to the medial tibial condyle in the line of the skin folds. For the short 
saphenous vein, the incision crosses the popliteal fold obliquely from the 
medial to the lateral side. Ligatures in the groin and thigh are usually of non- 
absorbable material but in the leg should be of catgut. Veins which have to be 
divided in the course of the operation should be dissected out for a short 
distance before ligation to keep the actual ligature as far away from the skin 
edges as possible. At the end of the operation the affected leg is bandaged 
firmly from the toes to the groin with 6-inch (15-cm.) crépe bandages. The 
hollow behind the medial malleolus is filled with a felt pad and this may 
be continued up as a strip of sterile felt over the whole course of the long 
saphenous vein. Care must be taken to include the heel in the bandage. 
This support serves to control oozing from divided and retracted perforators 
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after stripping and gives the patient more confidence in his attempts to walk 
in the immediate post-operation period. After five or six days it becomes 
uncomfortable and can be discarded. 


In the operation of groin ligature the first step is to demonstrate the 
sapheno-femoral junction and the femoral vein. 


Once that has been done, the long saphenous vein is followed distally for 3 or 4 
inches (7.5 or 10 cm.), to ensure that any secondary saphenous vein, which usually 
enters on the medial side, is secured. Then the long saphenous vein is divided, 
the distal end is ligatured with silk or linen and the proximal end is followed up to 
the sapheno-femoral junction. All tributary veins from the thigh and abdominal 
wall are ligatured and divided. Finally the saphenous vein itself is doubly ligatured 
close to the femoral vein and is divided leaving a half-inch (1.25 cm.) cuff. Greater 
security is ensured if one of these ligatures is a ‘stitch-ligature’. The wound is 
closed by approximating successively the margins of the saphenous opening, the 
membranous layer of superficial fascia and the skin with interrupted <titches. 


Stripping of the long saphenous vein may be done by passing the stripper 
down the vein from the groin wound or up the vein from an incision over 
and in the line of the vein as it lies anterior to the medial malleolus. 


If in the thigh the saphenous vein is greatly dilated, but in the leg is small and 
apparently largely replaced by secondary veins, retrograde passage of the stripper 
is easier. If the long saphenous vein is dilated throughout its course, it is preferable 
to expose it at the ankle, displace the saphenous nerve posteriorly and pass the 
stripper up the vein to the groin. A choice of strippers is available but, in general, 
only intra-luminal strippers are now used and broadly these fall into two classes: 
rigid strippers of the Babcock type, which are jointed like a fishing rod; and malle- 
able strippers, which are reputed to have the advantage of going round the bends 
of a tortuous vein more easily. A small head is placed on one end of the stripper 
and it is inserted into the opened vein and manipulated along it. If the stripper 
meets an obstruction in its passage, an incision is made over the end and an attempt 
made to manipulate it onwards under vision. Whichever way the stripper is passed, 
it and the vein are always withdrawn in a cephalad direction. A large head is screwed 
on to the stripper at it lowest point on the leg, the vein is secured to the shaft close 
up against the head by two or three strong ligatures and the withdrawal of stripper 
and vein begun. When the withdrawal has reached the knee, the lowest wounds 
are closed and a firm bandage applied from below up to reduce the loss of blood 
from the torn ends of the tributary veins. The withdrawal is then completed, a 
bandage applied to the distal half of the thigh and blood clots are expressed through 
the groin wound before it also is sutured. Finally the whole leg from toes to groin 
is bandaged firmly with wide crépe bandages. The skin stitches may be removed 
in ten days if the wounds have been made through healthy skin, but if the vitality 
of the skin is doubtful, they should be left at least a fortnight. 


The commoner complications of operations for varicose veins are hama- 
toma formation in the wounds (particularly common when peep-hole inci- 
sions have been made), localized and rather painful thrombosis, minor 
sepsis, numbness of the medial side of the ankle and foot due to injury to 
the saphenous nerve and ‘recurrence’ due to failure to secure all the incom- 
petent sites. Pulmonary embolism is rare, provided patients are made to 
get up as soon as possible after operation, and occurs with the same order 
of frequency after ligatures alone and after stripping. 

The more careful the initial assessment of the sites of incompetence the 
better are the results of surgical treatment. Relief of symptoms usually 
follows either type of operation, but the more thorough and the longer the 
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follow-up of patients who have had ligature only, the more are they found 
to have recurrence both of varicose veins and of symptoms. Although com- 
parable data following stripping operations are still scanty, it would appear 
that the results are better and more lasting. Myers and Smith (1954), for 
example, reported good or excellent results in 94 per cent. of 841 patients 
in whom the whole long saphenous vein had been stripped one to five years 
previously. 


INJECTION 

The indications for injection treatment are: (1) localized varices with com- 
petent or only slightly incompetent valves in the two saphenous systems; 
(2) recurrence or persistence of localized varices after adequate surgery; 
(3) in pregnancy, for the treatment of painful localized varices in the legs 
or in the vulva; (4) to relieve, for cosmetic reasons, the cutaneous venous 
spiders which may persist in women after pregnancy or after adequate 
operation. 

The agents used today are monoethanolamine oleate (‘ethamolin’) and 
sodium morrhuate, both in 5 per cent. solutions. They are sclerosant rather 
than thrombogenic; that is, they act principally upon the endothelium of 
the vein and consequently they should be injected into an empty vein. To 
do this a venous tourniquet may be applied, or the patient may sit on a 
high couch or table with her legs dangling over the side. The veins are then 
moderately filled and visible. The selected vein is entered with a fine short- 
bevel needle, the tourniquet removed or the leg swung round on to the 
couch and elevated until the veins are empty. Between 0.5 and 2 ml. of 
the sclerosant is then slowly injected, less if it is the first injection and more 
if the veins are large. The patient continues to lie quietly for about ten 
minutes, to give the sclerosant a chance to act locally. A firm dressing and 
a crépe bandage are then applied to keep the walls as closely together as 
possible, and the patient is told to walk away and to keep active. Further 
injections may be given with either solution. 

There is a danger, particularly with sodium morrhuate, that sensitivity 
may develop (McAusland, 1933; Ritchie, 1933), but the chances of this can 
be reduced by giving the second injection less than ten days after the first. 
Sensitivity to ‘ethamolin’ is rare and the injections may be spaced more 
widely. Other complications of sclerosant treatment are the injection of a 
quantity of the solution outside the vein (when painful, indolent swelling 
and even ulceration may occur), and the spread of the induced secondary 
thrombosis into the deep venous system with the consequent danger of 
pulmonary embolism. The risk of this serious complication is materially 
reduced by insisting on the patient’s activity after the initial short period of 
rest. Finally, injection therapy never effects a cure, the occluded veins 
recanalizing at varying intervals of time, but it may effect a considerable 
relief of symptoms and can be repeated as appears desirable in suitable cases. 
It may profitably be combined on occasion with general measures and 
supportive treatment. 
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SUPPORTIVE TREATMENT 

By reason of age, other infirmities or extent of recurrence after previous 
surgery, a number of patients will not be suitable for any form of active 
treatment. For them and for pregnant women with widespread varicosity 
and ankle swelling elastic support is indicated. For supportive treatment 
to be successful, attention must be paid to three points. First, the correct 
type of elastic stocking must be prescribed. If a short, ‘below-knee’ stocking 
is required, it must be ordered as ‘one-way stretch’. A stocking which 
stretches (and being elastic, therefore also contracts) longitudinally as well 
as transversely, will not stay up. A full-length elastic stocking must stretch 
in both directions (two-way stretch) and must be kept up by suspenders 
slung from a belt. Male patients, if told about this when the stocking is 
prescribed, will usually acquiesce more or less cheerfully to the apparent 
indignity. If the full-length stocking is not ‘two-way stretch’ or is not kept 
up firmly by suspenders, it will wrinkle behind the knee and cause dis- 
comfort, skin sores and further venous obstruction. Secondly, if the leg is 
swollen and cedematous, its size must first be reduced by the use of elastic 
web bandages during the day and by sleeping with the foot of the bed 
raised at night, or even by complete bed rest for a few days before measure- 
ments for the stocking are taken. Thirdly, it should be impressed on the 
patient that the leg must be dried and powdered and the stocking put on 
before he gets out of bed in the morning; or, if the stocking is taken off 
for purposes of bathing, he must lie down for a few minutes with the leg 
raised before it is put on again. 

Scrupulous observance of these rules, together with the general measures 
already prescribed, will often lead to considerable relief of symptoms, the 
avoidance of serious complications and an appreciative patient. 


CONCLUSION 
The treatment of varicose veins can sometimes be a sore trial to both 
patient and doctor. If the pathological basis is understood, however, the 
possible lines of treatment are applied intelligently to the observed clinical con- 
dition, and the cooperation of the patient is obtained, the process of treatment 
can become an interesting exercise and the results much more creditable 
and satisfactory. 
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ETIOLOGY AND MANAGEMENT OF 
VENOUS ULCERS IN THE LEG 


By F. B. COCKETT, M.S., F.R.C.S. 
Surgeon, St. Thomas’s Hospital 


THE vast majority of ulcers of the leg are due to disorders of either the 
superficial or deep veins. They have in the past been loosely termed ‘varicose 
ulcers’ because of the associations of many of them with varicose veins. 
Venous ulcer is a much better description because in about half the cases 
very few or no varicose veins can be seen on the surface of the leg—the 
ulcer is due to valve failure in the important perforating veins in the lower 
third of the leg. 
DIAGNOSIS 

The other causes of ulcer of the ankle and leg are:— 

(1) Arterial disease—These are usually traumatic, dirty, punched-out 
ulcers in a leg which is cold and painful due te arteriosclerotic block of its 
main arteries. Such ulcers are very painful especially at night. 

(2) Erythrocyanosis frigida.—These little multiple ulcers on the calf of 
women with fat cold ankles are typical. 

(3) Trauma—over old fractures. 

(4) Syphilis These ulcers are usually multiple and not confined to the 
ankle. 

(5) Rarer causes These include tuberculous ulcers, neoplastic ulcers, 
and those infective ulcers associated with severe general diseases such as 
anemia, ulcerative colitis, and acholuric jaundice, purpura, and rheumatoid 
arthritis. 

All these ulcers are easy to differentiate from venous ulcers, because 
venous ulcers have a specific diagnostic sign. This is the ankle flare: a spray 
of dilated venules fanning out from the ulcer area and disappearing into the 
heel pad (fig. 1). 

ETIOLOGY 
It was John Homans, of Boston, who pointed out that many of these 
ulcers were the result of deep thrombosis. They tended to appear after a 
latent period of two to five years after the patient had had a ‘white leg’ or 
deep venous thrombosis. Thus attention was focused for the first time 
on the importance of the deep veins, and for a time these ulcers began to be 
referred to as post-phlebitic or post-thrombotic ulcers. This discovery 
prompted a flood of work on the venous system of the leg: in particular of 
the venous pressures in the legs of patients with venous disease and leg 
ulcers. This work unveiled the incredibly ingenious method whereby blood 
is returned from the foot to the heart in the erect individual. Last, a re-study 
of the anatomy of the veins of the leg, in the light of this other work, 
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demonstrated the importance of certain large direct perforating or com- 
municating veins in the ankle regions—which are in fact the main venous 
drainage of the ulcer-bearing area in the erect exercising man. 

The venous return from the leg.—A glance at fig. 2 will show that the 
leg consists of an inner core of strong muscles, surrounded by a dense 
inelastic fascia. Running up the centre are the main deep veins: e.g. the 
femoral, posterior tibial, peroneal. ‘These veins collect the venous drainage 
from the muscles. In the erect posi- 
tion blood is returned to the heart 
by the pumping action of the 
muscles, which compress the veins 
and eject the blood in them to- 
wards the heart. The blood can 
only leave the veins in one direc- 
tion, headwards, because of the 
valves. The muscles of the calf 
(soleus in particular) are the main 
pump, and the deep veins of the 
calf are very profusely valved. This 
mechanism is therefore often re- 
ferred to as the calf pump or peri- 
pheral heart. 

Outside the musculo-fascial sheath 
are the skin and subcutaneous tissue. 

These tissues are drained inwards ' ' 7 
ankle flare of dilated venules beneath it. 
towards the main deep veins by a 
number of perforating veins (fig. 2). The long saphenous veins, perforating the 
deep fascia at the groin, and the short saphenous vein perforating the deep 
fascia in the popliteal fossa are the best known of these but, in addition, there 
is a number of other perforating veins. The main venous drainage of the ankle 
skin is by three large direct perforating veins on the inside and one or two 
on the outside of the leg (fig. 3). These short wide perforators collect the 
venous drainage of the ankle skin by a number of fine venules arising from 
the delicate venous arch connecting them. They pass straight inwards 
through the fascia and join the main deep vein (posterior tibial or peroneal). 
In addition there is a number of smaller and less important indirect 
perforating veins dotted over the main muscle bellies higher up the limb. 

Each perforating vein, at the point where it perforates the deep fascia 
and joins the main deep vein, has a valve. This valve is arranged so that 
blood can flow inwards, but prevents reflux outwards. The considerable 
importance of these valves is appreciated when it is realized that when the 
‘calf pump’ contracts, as in ordinary walking, the venous pressure in the 
contained deep veins may rise momentarily to 100 to 130 mm. Hg: that 
is to say, a pressure about the same as arterial pressure. It is these valves 
in the perforating veins which snap shut when the pressure rises, to prevent 
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the full force of this high pressure being transmitted to the ankle skin 
(fig. 4). Blood from the skin of the ankle flows inwards through the per- 
forating veins when the muscle relaxes and the pressure within it momen- 
tarily falls to nearly zero. Thus, by this ingenious arrangement of valved 
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Fic. 2.—Showing the Fic. 3.—The anatomical ar- 
venous drainage of the rangement of the three main 
subcutaneous tissues direct ankle perforating veins 
of the leg by two which drain the ankle skin. 
long collecting veins Note the venous arch which 
(long and short sa- joins them, the bottom end 
phenous), and the di- of which dilates to form the 
rect ankle perforating ankle flare sign of venous 
veins, which drain ulcers. Note also that they 
the ankle skin. Also are not connected with the 
shown are the small great saphenous vein. The 
indirect perforators figures 1, 2, 3 refer to 
occurring over the branches of the saphenous 
big muscles. vein at knee level. 


perforating veins the blood from the subcutaneous tissues of the ankle 
flows inwards and then upwards in the main deep veins. 

The whole etiology of varicose veins and venous ulcers is therefore 
concerned with failure or destruction of these valves guarding the mouths 
of the main perforating veins. Failure of the valve guarding the mouth of 
the long saphenous vein will allow a high-pressure leak out and back down 
the long saphenous—leading to the picture of long saphenous incompetence. 
Failure of the valve in the popliteal fossa guarding the mouth of the short 
saphenous vein will allow a high-pressure reflux down this vein producing 
short saphenous dilatation and incompetence. Failure in the valve guarding 
the orifice of one or more of the direct ankle perforating veins will result 
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in a very high-pressure leak out into the ankle region, every time the calf 
muscles contract in walking (fig. 4). This will lead in time to necrosis of 
the ankle tissues—fat necrosis and ulceration—as the pressure on the 
venous end of the capillaries will equal that at the arterial end. 
Finally, it has been shown that one of the commonest causes of destruction 
of valves in the ankle perforations is a deep thrombosis :— 
Deep venous thrombosis 
Destroys valves of ankle perforating veins 
Ankle cedema, and venous dilatation, necrosis and ulceration 
Thus the etiology of ankle ulceration may be summed up by saying it is 
due to an abnormal venous hypertension in the skin and subcutaneous tissues 











Fis. 4.—To show the effect of destruction of the valve in one of the ankle perforating 
veins: the development of a high-pressure venous leak at the bottom of the calf pump. 


of the ankle region. This is caused by high-pressure venous leaks from the 
deep veins (where high venous pressure is normal). The leak may be at the 
groin (long saphenous incompetence), at the popliteal fossa (short saphenous 
incompetence) or at the ankle (ankle perforator incompetence). Ankle 
perforator leaks, as they transmit the highest pressures, produce ankle 
ulceration more rapidly. In practice, however, it is usually found that a 
combination of one or more of these leaks is present in a limb with an ulcer. 


TREATMENT 
As venous ulcers are due to venous hypertension round the ankle, any 
treatment which will relieve this will heal the ulcer. In practice this may be 
achieved in three ways. (1) By raising the feet above the level of the heart. 
(2) By applying an equal and opposite external pressure. (3) By removing 
the source of the venous hypertension by operation. 
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When the patient lies flat with the foot of the bed on blocks, the venous 
pressure in all veins of the legs falls to nearly zero. As long as this position 
is maintained any lesion of venous origin (ulcer, phlebitis, or eczema) will 
rapidly subside and heal. It is most important to notice that it is not rest 
alone which brings about this remarkable cure, but rest in such a position 
that the legs are brought constantly to, or just above, heart level. For 


Fic. 5.—Stages in the technique of compression bandaging. The bandage used is a red 
line elastic webbing known as the ‘Scott Curwen’ or ‘Bisgaard Redline’ bandage. 


instance, rest sitting in a chair with the legs outstretched on a stool will 
produce no amelioration: the patient might just as well be up and walking 
about! This response and the sudden tendency to heal in this position 
can in fact be used as a therapeutic test of a venous ulcer. If the ulcer 
is of arterial origin, raising the foot of the bed causes increased pain, and 
further breakdown. This is a long and tedious method of healing ulcers, 
and moreover they recur when the patient resumes normal activities. 

Method (2) is the most generally useful one. It consists of applying a 
tightly compressing elastic bandage from the toes, over the malleoli up to 
just below the knee. This elastic bandage must be strong enough to counter- 
act the high venous pressure, and must be put on with considerable skill 
so that it moulds itself to the contours of the ankle. The method in routine 
use at St. Thomas’s Hospital is shown in fig. 5. It will be noticed that, in 
addition, a felt pad is applied over the actual ulcer area, to get extra pressure. 
The whole bandage is taken off at night, when the patient should sleep with 
the foot of the bed raised. 
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Within reason it does not matter what is put on the ulcer. We use zinc§ 


cream (zinc oxide in castor oil) and this is cleaned off with olive oil each 
night. It is most important to use something quite harmless and bland. 
Most other preparations can cause the fiercest skin sensitivity reactions with 
widespread eczema, which, once started, are very difficult to control, 


Fic. 6.—Radical exposure and division of the ankle perforating veins. The 
forceps in the middle of the photograph are lying under the upper 
ankle perforator which is just about to be divided. 


Penicillin creams, sulphonamides, flavine, and any antibiotic preparations 
are notorious in this respect. It cannot be too strongly emphasized that it 
is the pressure bandage which heals the ulcer, mot the lotion or application. 
One further word of warning: sticky elastic bandages should never be 
applied direct to the skin and, in my opinion, should seldom be used at all. 
If an ‘elastoplast’ bandage is used, it should be applied over two layers of 
‘tubegauz’ so that no part of it touches the skin. Otherwise severe skin 
reactions will arise. 
OPERATIVE TREATMENT 

Old patients, once they have become used to their elastic bandages, may 
prefer these to an operation, but most patients under 60 years of age would 
prefer operation if it held out a chance of success. The old adage that once a 
limb has had a deep thrombosis, it must not be operated on and veins must 
not be tied has been shown to be wrong. In fact, it is in these intractable 
post-thrombotic limbs that radical operative diversion of incompetent 
perforating veins has had its best results. 

The general plan for operative treatment comes under four headings :— 

(1) The diagnosis.—A careful assessment of the general condition of the 
patient, the arteries to the limb, and, finally, which systems of veins are at 
fault is made. In some limbs, the great saphenous system, the short saphenous 
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m system, and the ankle perforators may all need radical operation or ablation. 

(2) Preoperative treatment.—This consists of a period of pressure ban- 

daging, or rest with the leg in elevation, to reduce edema and infection, 
and either heal the ulcer or bring it into a healing phase. 

(3) The operation—This may involve a flush sapheno-femoral ligation, 

stripping of the long 

oe be saphenous vein, and pos- 

sibly the same for the 

short saphenous vein, as 

well as the radical ex- 

ploration and division 

of the incompetent ankle 

perforations. If an in- 

tractable localized ulcer 

has been present for 

many years, this is best 

excised right down to 

the deep fascia during 

the operation. This leads 

to a large oval defect 

which can be skin grafted 


% a few days later. The 


ao oo . . division of the ankle 


= o a —— perforators is done 

Fic. 7.—End-result one year after radical divis on of oe 
perforating veins. The fine hair-like scar of the opera- through a long incision 
tion can just be seen on the left leg. This lady pn the inner side of the 


had two large venous ulcers, following after a white : ; 
leg seven years previously. limb (fig. 6). Provided all 


the ankle perforators are 
found and divided, these incisions heal perfectly and the operation gives 
good long-term results. It is essential that the operation be radical—a 
long incision for adequate exposure is necessary. 

(4) After-treatment.—Adequate after-treatment of the limb is essential to 
get the best results. A period of seven to twenty days, with the foot of the 
bed raised, may be necessary (according to the extent of the operation), 
with graduated walking exercises. After the patient leaves hospital the limb 
needs the support of a good webbing elastic bandage while the patient is 
walking, for a period of one to three months. After six months a decision 
is made as to whether all support can be dispensed with, or whether 
occasional elastic stocking support must be worn. 

It is not too much to say that these radical operations on the veins (ankle 
perforator exploration, and stripping) have completely revolutionized the 
outlook for those patients with chronic leg ulcers—particularly the younger 
patients (fig. 7). A young mother’s life may be completely ruined by a 
chronic post-thrombotic ulcer due to thrombosis after childbirth. Here 
particularly, radical surgery has a most important part to play. 





THROMBOPHLEBITIS 


By H. A. DEWAR, M.D., F.R.C.P. 
Assistant Physician, Royal Victoria Infirmary, Newcastle upon Tyne 


IN 1957 a man of 38 years came under my care. He had gone into hospital 
for an operation on his hernia and been told that he would be there for 
ten days and back to work after three weeks. He had, in fact, been off work 
for four months, and was to remain so for two months more and when he 
did return it was, to begin with, in only a part-time capacity. This was 
because after his operation he had developed recurrent thrombophlebitis in 
his legs with gross edema of both and several attacks of hemoptysis and 
dyspneea due to pulmonary embolism and two attacks of hamatemesis due 
to anticoagulant therapy. In one attack of dyspneea he had been sure that 
he was going to die. 

Such a case history well illustrates the seriousness of this malady for the 
patient’s life and happiness as well as for his livelihood. It also illustrates 
how ineffective at times treatment still can be. Much of the difficulty com- 
monly experienced in preventing and treating the condition is due to poor 
comprehension of the factors involved in its causation. Thus, stasis has often 
been regarded as the sole determinant of whether or not the blood in veins 
thromboses, although the slightest of experience demonstrates the most 
glaring anomalies in this view. Sepsis, too, has often been invoked as an 


important factor in the production of thrombophlebitis without bacterio- 

logical proof ever having been obtained, and this has led to antibiotic treat- 

ment as ineffectual as it is expensive. Fortunately, the position is changing 
and current research into the hypercoagulable state will probably soon 

provide rich rewards in comprehension and in sensible management. 


ETIOLOGY 

In the meantime certain factors are understood. The terms thrombo- 
phlebitis and phlebothrombosis connote a distinction which at the present 
time is more important in theory than in practice. The former term indi- 
cates a state of primary inflammation in the wall of a vein to which the 
clotting of the contained blood is secondary. In some instances, e.g. after 
trauma and after intravenous injection of irritant drugs or nutrients, the 
mechanism through damage to endothelium is easy to understand. The in- 
flammation and thrombosis in such a case should be strictly limited in 
extent and non-recurrent. In other instances the cause is sepsis, usually 
quite obvious. In yet other instances the inflammation is primary and wholly 
aseptic; it may be part of a widespread angiitis affecting arteries as well as 
veins, as in thrombophlebitis migrans, long recognized by Buerger as both 
precursor and concomitant of the arteritis which bears his name, and is 
presumably of the nature of a collagen vascular disease. Almost certainly 
July 1959. Vol. 183 (26) 
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such primary phlebitis also occurs without any arteritis, but how often is 
difficult to say because often one cannot readily decide whether the inflam- 
mation has come first and thrombosis followed, or if thrombosis, for example 
from a hypercoagulable state, has occurred primarily and a brisk inflam- 
mation been the vein’s reaction to it. 

Phlebothrombosis is the term used for this latter state of affairs where 
thrombosis occurs first. The amount of secondary inflammation varies with 
the site and with the individual and may be wholly absent. There is no 
dispute over whether stasis is important, since the predilection of the disease 
for the legs of those who lie in bed, especially if they have congestive heart 
failure as well, and of those in plaster of Paris, and also for the veins that 
are varicose or constricted, makes the relationship only too obvious. The 
trouble is in the anomalies: the occurrence or recurrence when the subject 
is ambulant, the attack in a young and active man when an elderly decubitus 
subject is spared. It is these that the tertium quid ‘the factor of hyper- 
coagulability’ comes to clarify. 

It is unfortunate that increased coagulability of the blood is a factor difficult 
to measure and often hard to understand. That cases of cyanotic congenital 
heart disease or cor pulmonale with too many red cells, or of polycythemia 
vera with too many platelets as well, or of dehydration with total hamo- 
concentration, should develop venous thrombosis is not surprising, but in 
a great many others a factor of hypercoagulability is almost certainly present 
but involves factors in the plasma as yet not fully understood. It would 
seem to affect many patients who have recently had operations, injuries, 
or infections, patients with carcinoma, women in the puerperium, and a 
number of atherosclerotics. This hypercoagulable state may be enough by 
itself to induce thrombosis, and the tendency of patients with malignant 
disease to develop venous thromboses, sometimes of unusual vessels such 
as the brachial vein, has been recognized since the days of Trousseau. 
More often it is this factor, combined with stasis, which is responsible, the 
stasis determining in which vessel the clotting shall take place. 


SYMPTOMS AND SIGNS 

These may be very obvious. The man who comes complaining of pain in 
a long, red, tender length of superficial vein, obviously thrombosed, cannot 
possibly have anything else. The phlebitis, if extensive, causes fever and 
malaise. The pain interferes with movement in the daytime and sleep at 
night. When the venous pressure is increased, as when leg or arm is de- 
pendent, pain is greater. The blood sedimentation rate is increased. When 
the vein, though still subcutaneous, is embedded in a thick layer of fat, 
diagnosis may be a little more difficult, for the patient with such a long 
saphenous phlebitis may complain of ‘rheumatism’ or a ‘strain’ and only 
careful inspection and palpation reveal the true cause. 

It is when the deep veins are involved alone or in combination with the 
superficial ones that full and accurate diagnosis may be difficult. Pulmonary 
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embolism is only too often the first sign and it is important to recognize 
that a considerable proportion of patients with severe embolism do not 
develop hemoptysis or pleurisy, either with the onset or at any other time, 
Such are the patients who have large emboli and also some of those with 
showers of very small ones. Sudden intense or rapidly developing dysprcea 
is the usual presenting symptom. The electrocardiogram may provide uscful 
proof. For the medium infarct, involving lobe or lobule of lung, the stethao- 
scope, the sputum and the x-ray plate will confirm the diagnosis. The most 
frequent error is to mistake the attack for one of pneumonia, but with 
broncho-pneumonia hemoptysis is unusual and the sputum purulent. With 
lobar pneumonia the blood is brighter red, the sputum very viscid and the 
response to penicillin prompt and lasting. 

The source of the embolus in the leg, however, may be difficult to locate, 
Most classically the calf is tender and, if the foot is dorsiflexed, the pain 
and tenderness increase (Homan’s sign). But this sign is often absent. 
Putting a venous tourniquet, e.g. a sphygmomanometer cuff, inflated to 
50 millimetres of mercury, around the thigh, will reproduce the same posi- 
tive features rather more reliably. A little edema around one ankle with 
some increased warmth of the skin of the lower leg and visibly distended 
superficial veins is most certain evidence that the deep veins are blocked. 
If the block is extensive, involving the main femoral and often also the iliac 
channels, then the whole limb becomes grossly swollen, painful, warm and 
pale (phlegmasia alba dolens). If it is a little worse than that, so that the 


blood cannot get out of the limb at all, then its entry through the arteries 
may also become impossible, secondary thrombosis in them complicates 
the picture and the limb becomes swollen, painful, cold and blue, and frank 
gangrene may follow (phlegmasia czrulea). 


SPECIAL SITES OF VENOUS THROMBOSIS 

The kidney.—Renal vein thrombosis has been recognized in recent years as 
being an important cause of heavy albuminuria often associated with hypo- 
albuminzmia and cedema (nephrosis) and in severe cases with poor urinary 
output and uremia. It may be due to primary renal disease, e.g. chronic 
nephritis especially if amyloidosis is present, to tumours especially hyper- 
nephroma, or to severe reduction in blood flow as in gastroenteritis of 
infancy, or to spread of venous thrombosis up the inferior vena cava until 
the mouths of the renal veins are involved. 

The cerebral veins.—Cerebral thrombophlebitis involving particularly the 
great sinuses, the superior longitudinal, lateral and cavernous, is due as a 
rule to spreading sepsis, sometimes, e.g. in the superior longitudinal, to 
dehydration and sometimes to trauma. Treatment with antibiotics and 
anticoagulants has radically altered what used to be a uniformly poor 
prognosis. 

The retina.—The retina provides one of the purest examples of simple 
phlebothrombosis due to mechanical interference with the flowing of blood 
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through a vein at the point where an artery crosses it. It occurs when the 
walls of retinal arteries are thickened, i.e. in the arteriosclerotic and especi- 
ally in those who have it as the result of longstanding hypertension. It is 
most often complete and untreatable but in a few instances the onset of 
thrombosis is gradual, and treatment, especially with heparin, may most 
dramatically save the victim’s eyesight. 

The portal vein and tributaries.—Aseptic phlebothrombosis is most often 
due to cirrhosis of the liver, less often to malignant disease causing extra- 
mural obstruction, and there are other causes. Longstanding portal hyper- 
tension leads to secondary atheromatous changes in the walls of the portal 
vein upon which thrombosis will supervene. Its importance lies chiefly in 
the fact that the cesophageal varices to which the portal hypertension leads 
cannot then be treated by a porta-caval anastomosis. Only a dye injection 
into the spleen and thence into the tributaries of the portal vein will show 
definitely whether such a block has taken place. 

Suppurative pylephlebitis is usually due to primary intra-abdominal 
sepsis, especially appendicitis, and is sometimes seen today, despite anti- 
biotics, and despite antibiotics it still has a very poor prognosis. 


PREVENTION 
From what has been said above it is apparent that prevention is most suc- 
cessful in those cases in which sluggishness of blood flow is the most im- 
portant contributing factor, and modern postoperative and puerperal 
treatment, with its emphasis on leg movements in bed and early ambulation, 


has gone an appreciable way towards reducing the incidence both of silent 
phlebothrombosis and classical white leg. ‘The prevention and early treat- 
ment of sepsis with antibiotics has also helped. 

In medical cases the danger remains and is most acute in cases of con- 
gestive heart failure, of strokes, and of coronary thrombosis treated without 
anticoagulants in bed at home, as a great many cases for very good reasons 
still are. To encourage active or passive movements of the leg, whichever 
are appropriate, as a regular exercise each day after meals, would seem only 
sensible, Fortunately, cases of pneumonia, hemiplegia, and congestive heart 
failure, are not usually kept in bed today for as long as they used to be. 
One of the best founded reasons for giving anticoagulant therapy in cases of 
myocardial infarction, is to prevent phlebothrombosis of the legs. 

Diet.—The importance of diet in the etiology of arterial thrombosis is 
being increasingly stressed, and is concerned with two phenomena, prob- 
ably interrelated: namely, atheroma in the wall and hypercoagulability of 
the blood passing through. As yet little attention has been paid to its im- 
portance in phlebitis. Atheroma usually only occurs in veins such as the 
portal when the pressure inside it becomes high. But the increased coagu- 
lability of the blood which has been shown to occur after fatty meals may 
well have great significance, and it is a fair guess that within a few years 
patients in the situations mentioned earlier which predispose to venous 
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thrombosis will routinely be placed on a diet low in calories and especially 
low in animal fat. In the meantime a case can certainly be made out for 
instituting such a regime for those already suffering from primary throm- 
bophlebitis or phlebothrombosis. 


MANAGEMENT AND TREATMENT 

Most cases of thrombophlebitis affect the legs, and once the disease is diag- 
nosed the first question to be decided is whether or not the victim should be 
confined to bed. If the deep veins are involved—and cedema even mild, is at 
least one definite sign that they are—or if the phlebitis has begun or spread 
above the knee, then strict bed rest should be insisted upon. Ambulation is 
only too likely to lead to clots becoming detached, with the risk of sudden death 
or alarming symptoms from pulmonary embolism. If the inflammation and 
thrombosis are confined to superficial veins, often varicose, below the knee, 
then the risk of such complications is small and a firm bandage may do 
much to alleviate pain when the patient walks about. There is no doubt 
that the increased tension inside a vein when the patient is upright is a 
potent cause of his pain and he is usually quick to find out for himself how 
much more comfortable it is to lie with the leg supported horizontally. 
His drooping spirits may well be raised by the reassurance that the disease 
is curing his varicose veins. 

Few people today would put a white leg on a back splint, but to rest it 
on pillows and protect the heel against pressure sores by bandaging and by 
making the whole calf support the weight of the limb are as much pieces 
of common-sense nursing as is the final provision of a bed cradle. Where 
the proper article is not available, a plain chair tucked in on either side of 
the bed with the bedclothes spread over across the two chair backs makes 
a comfortable substitute. 

If the arm is involved the same result is achieved by supporting the arm 
on pillows to keep it as near heart level as possible. In the later stages of 
treatment, when the patient is up and about, a sling should be provided. 

Local applications.—The tradition of applying something to the outside 
to try to do good to the inside dies hard, and closely linked is the tradition 
of giving that application a certain consistency and smell. Ichthammol oint- 
ment looks and smells potent, and kaolin poultice has a delightful aroma 
and the warming of it each four hours gives somebody something to do. 
Plain wool is not inferior but makes a greater impression if pink, proprietary, 
and costly. 

Antibiotics.—If the 18th and 19th centuries revealed a passion for treating 
deep-seated inflammations with superficial irritations, then the 2oth cen- 
tury reveals a no smaller propensity for treating non-bacterial inflammations 
with antibiotic drugs. Few patients with phlebitis and fever escape peni- 
cillin—and still fewer cultures have ever been taken to support the need 
for it. But when sepsis is really responsible the organism is usually a strepto- 
coccus or a staphylococcus, and penicillin is the drug of choice. 
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Ligation of veins—There was a time in the United States when, in some 
clinics, no-one seemed to be allowed to have an abdominal operation with- 
out having both his femoral veins tied first, but that enthusiasm has now 
waned so fast that British laggardliness has caught up with it and only very 
rarely is there justification for tying veins at all as a means of preventing 
embolism. If, in the leg, the femoral vein is tied below where the profunda 
tributary joins it the most dangerous road for embolism is left wide open. 
If ligated above, severe cedema will probably ensue. In any case propaga- 
tion of thrombosis above the ligature may well take place and the whole 
effort be wasted. Probably the two chief indications for ligature are: (i) cases 
in which anticoagulant treatment is contraindicated by some other lesion 
such as gastro-intestinal ulceration or bleeding of some kind; (ii) cases of 
uncontrollable sepsis since septic emboli have various special dangers. 


ANTICOAGULANT TREATMENT 

This has become a standard and rewarding form of therapy. It seems to be 
effective both when the thrombosis is primary and when wall inflammation 
has preceded clotting. As soon as ever it is instituted a spreading thrombo- 
phlebitis usually seems to become arrested. If it does not, a very special 
clotting tendency, and especially the predisposing cause of a malignant 
neoplasm, should be strongly suspected. Recently formed clots contract and 
on leaving the vein wall may allow a fresh channel to be formed, so. that 
‘recanalization’ means both this and also the development of new pathways 
for the blood in clot which has become organized. The pathways formed by 
retraction are much the larger, and prompt administration of heparin is 
probably the single most important factor in allowing such retraction to 
take place without further clotting filling the spaces vacated. Some organiza- 
tion and reasonably firm adherence of thrombus to the wall takes ten to 
fourteen days; the most effective scheme of management therefore is to give 
anticoagulant treatment with the patient in bed for ten to fourteen days 
and then to get him up and walking while he still continues the anticoagulant 
therapy. Once efficient anti-clotting measures are instituted it is impressive 
how quickly the pain, the tenderness and the fever subside. When swelling 
is severe, however, the period of rest in bed will need to be much longer; 
otherwise cedema increases quickly as soon as the subject gets on to his feet. 

Unfortunately, the technique of anticoagulant therapy remains compli- 
cated, and this means that in the majority of cases admission to hospital 
becomes necessary if anticoagulant treatment is going to be effective and 
safe. Ideally, heparin should be given first and for forty-eight hours until 
the longer-acting oral ‘anticoagulant’ becomes effective. Phenindione is 
probably the most widely used form of the latter. Heparin is given either 
intravenously in doses of 15,000 units each six hours or deeply into the 
muscles with lignocaine, 1 ml. of 2 per cent. solution, to diminish the pain. 
A little less effective is 25,000 units intramuscularly each twelve hours. The 
pain of this is likely to be still greater. While this is being given the patient 
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also takes a dose of 200 mg. (4 x 50-mg. tablets) of phenindione the first day, 
100 mg. the second, and subsequently according to his prothrombin time, 
The daily dose needed to keep the prothrombin at about 30 per cent. of 
the normal varies widely from one patient to another, but is commonly 
between 25 and 100 mg. a day. It is best given in divided dosage. It becomes 
effective on the second day after it is begun. The chief contraindication to 
prolonged heparin therapy at home is the pain and discoloration often in- 
duced by intramuscular injections and the difficulty of giving intravenous 
injections each six hours. Heparin is also expensive and 50,000 units daily 
will cost 45s. Phenindione, on the other hand, costs only approximately 244, 
per 50-mg. tablet. If bleeding takes place as the result of giving heparin 
the fault in coagulation can be promptly eliminated by giving protamine 
sulphate intravenously, 5 ml. of the 10 mg. per ml. solution for every 5000 
units of heparin. The neutralization of the action of phenindione by intra- 
muscular or intravenous vitamin K becomes effective after a few hours. 
The chief contraindication to the use of anticoagulant treatment in general 
is the presence of some tendency to hemorrhage, the most frequent potential 
source being an active peptic ulcer. An intra-gastric milk drip is probably 
the only reliable way of removing the risk when an active ulcer is present. 


Duration of treatment.—In most instances anticoagulants are continued § 


until the patient is once more fully ambulant and the fear of further throm- 
bosis due to stasis has gone. In cases of gross cedema due to a white leg 
the patient may not become fully ambulant for some months, and in these 
cases treatment should be discontinued as soon as the patient is able to walk 
about to a limited extent several times each day. In a few cases the thrombo- 
phlebitis is recurrent and in them the possibility of an occult malignant 
neoplasm should always be considered. Whatever the cause it may be 
possible to prevent further attacks by giving the long-acting drug, such as 
phenindione, daily for some weeks or months and prothrombin checks can 
often be safely reduced to once each fortnight. Otherwise it is essential to 
have these checks each day. 
AFTER-CARE 

In mild cases a crépe bandage for a little while is often comforting, and the 
pressure in the superficial veins may well stimulate rapid blood flow through 
the deep ones. When gross cedema is left and blood can only return to the 
heart by superficial channels elastic stockings are often useful: they prevent 
severe cedema, they will often stop the leg aching so badly, and they do 
not seem to interfere appreciably with the venous return. The patient 
should, of course, avoid standing as much as possible, and when he sits 
he should keep the leg horizontal on a sofa or stool. Chlorothiazide does 
seem to help to keep down the cedema even though there is no congestive 
heart failure present. In a bad case the edema may never disappear but it 
is remarkable how over months it will greatly diminish and a leg which 
has been grossly swollen and constantly aching can, in the end, become 
only slightly oedematous and give very little trouble. 
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THE TREATMENT OF 
HAMORRHOIDS 


By IAN P. TODD, M.D., M.S., F.R.C.S., D.C.H. 
Consultant Surgeon, St. Bartholomew's Hospital and St. Mark’s Hospital 


Tue treatment of hemorrhoids should be, to a large extent, within the scope 
of every general practitioner. If a careful history is taken and due importance 
is attached to each symptom, a tentative diagnosis and a probable line of 
treatment can be contemplated. A look at the anus may confirm that view, 
as in the case of second- or third-degree internal hemorrhoidal thrombosis 
(perianal haematoma). A digital examination and proctoscopy, when first- 
degree hemorrhoids may be seen, will complete the examination. Sig- 
moidoscopy—and the instrument must be passed at least 20 cm. if the 
examination is to be considered adequate—may not be within the scope of 
every doctor and the findings are not always easy to interpret. It is, however, 
an examination to rule out disease above the pile-bearing area. In these 
days when hospital outpatient departments are so full, it may be that the 
practitioner will feel encouraged to treat more of the simpler ano-rectal 
complaints himself. The technique of injection treatment of internal 
hemorrhoids, which should be confined to first- or early second-degree 
piles, is not difficult to master. If, however, it is undertaken without a sig- 
moidoscopy being carried out the patient must be seen two weeks later, and 
if symptoms have not abated, reference to a hospital outpatient department 
for sigmoidoscopy should be made without delay. Rectal bleeding from an 
internal hemorrhoid should cease in the great majority of cases after one 
adequate injection. 


EXTERNAL PILES 
This name is given to an external swelling, occurring at or just outside 
the anus, which is covered with squamous epithelium: skin. The history 
and clinical findings in the acute condition are characteristic. The patient 
complains of a painful and sore swelling at the anus, which became apparent 
quite suddenly. The onset of the condition often follows a strain, such as 
prolonged coughing, lifting, digging, an attack of diarrhoea with tenesmus 
or the effort to pass a constipated motion. Sometimes, however, there is no 
such history of effort. What has happened is that an anal vein has ruptured 
and blood has seeped into the loose perianal tissues, causing a haematoma 
which later undergoes thrombosis. The pain is most acute within hours of 
the onset of the condition and diminishes slowly over three or four days. 
It is for this reason that the patient often volunteers the information that 
improvement has already occurred spontaneously. For this reason, too, 
treatment, to be of use, should be carried out immediately. The more 


July 1959. Vol. 183 (33) 





34 THE PRACTITIONER 


rapidly the condition can be made to resolve, the less likely is the occurrence 
of the chronic condition: the chronic external hemorrhoid or skin tag—the 
‘heritage of a hematoma which has undergone organization and fibrosis. 

The perianal hematoma commonly arises laterally. It may be localized, 
when it is suitable for surgical treatment, or it may involve half, or more, 
of the circumference of the anus. This latter type, known as conglomerate, 
and the localized form which is already subsiding when it is first seen, are 
best treated symptomatically. 

Treatment is aimed at decompressing the area, for stretching of the skin 
over the thrombus seems to be the cause of the pain. Occasionally, pressure- 
necrosis spontaneously causes ulceration of the skin over the swelling; pain 
is relieved as the clot is extruded, often with considerable bleeding into the 
underclothes or pyjamas. As secondary infection of such a dead space is 
likely to take place, all the clot should be removed and the overhanging 
skin edges carefully excised. Elective surgical treatment for perianal hzema- 
toma should achieve the same result. With the patient lying on the same 
side as the lesion, the area is shaved and cleansed with an antiseptic. A 
little 2 per cent. lignocaine containing 1:80,000 adrenaline hydrochloride 
solution (this is a stock preparation) is infiltrated subcutaneously along each 
margin of the hematoma which is then completely excised. The resultant 
wound should not be linear, but rather a triangle or pear-shape, with the 
base outermost. This type of wound militates against fissure formation 
although some anal spasm is bound to ensue. A suitable dressing to apply is a 
small flat piece of gauze, soaked in 1:8 eusol, the corner of which is tucked 
into the anus. Normal bowel actions should be encouraged and after each 
the wound is bathed and a new dressing applied. The wound will heal in 
ten days. 

Perianal thrombosis and cedema often accompany an acute attack of 
internal piles which are prolapsed, irreducible and perhaps thrombosed. 
Differentiation is easy provided this is kept in mind. If the buttocks are 
parted and moist red columnar mucosa is seen, internal piles are present. 
The treatment of these, when replacement is impossible, is essentially the 
same as that of a conglomerate perianal hematoma or subsiding localized 
thrombosis: rest, compresses of lotion of lead B.P.C., applied four-hourly, 
and frequent warm baths. This treatment is also advisable for any small 
thrombosis placed in the midline, either directly anterior or posterior to 
the anus, for excision in this region tends to give rise to a fissure. 


INTERNAL PILES 
Internal hemorrhoids may be primary or secondary. They may be of first, 
second or third degree. They may also be complicated: irreducible, throm- 
bosed, gangrenous, ulcerated, infected or fibrotic. First-degree piles are not 
seen outside the anus, even on straining. 
They can only be seen with a proctoscope when they bulge, in the three 
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primary positions (left lateral, right anterior and posterior), into the lumen 
of the instrument. Bleeding and a congested sensation within the anus are 
their only symptoms, but severe chronic anemia may result. The blood is 














































d, bright red and most obvious at stool when it spatters the lavatory pan. They 
e, are best treated by injection of a ‘sclerosant’ fluid, the technique of which is 
e, described later; operative treatment is contraindicated. 
re As the internal pile enlarges, it is noticed to prolapse on straining at stool. 
A certain amount of eversion of the anus normally occurs during defzcation, 
in but mucous membrane should not become visible. When it is, prolapse is 
e- occurring and if, when the patient ceases to strain, the mucosa slips back 
in within the anus spontaneously, the pile is said to be of second degree. 
1€ Bleeding occurs when the prolapse is slight but tends to become less marked 
is as the hemorrhoid becomes thickened by recurrent extrusion. Anal dis- 
g comfort may be present but real pain is not a feature of uncomplicated 
A hemorrhoids. Small or early second-degree internal hemorrhoids are 
le treated by injection. Large second-degree hemorrhoids should be treated 
A by operation. A single large second-degree internal hemorrhoid, however, 
le may respond well to injection treatment, particularly when it is in the right 
h anterior position. Injections should stop bleeding at once, and almost com- 
it pletely, but severe prolapse is seldom improved. 


€ Third-degree internal hemorrhoids are those which either prolapse spon- 
n taneously or on straining, and require manual replacement. Piles which 
a show evidence of squamous metaplasia, that is a skin-like epithelium instead 
d of normal mucosa over the pile—the result of prolonged exposure to the 
H exterior—are also third degree. Obvious bleeding is uncommon at this stage 
1 but soreness may be marked. This is in part due to the prolapse itself, but 
also to the mucous discharge which is bound to occur when the mucosa is 


f prolapsed outside the sphincteric mechanism. The discharge soils the under- 
. clothing and is highly irritant, so that pruritus is common. At this stage, 
: surgical treatment is mandatory if the condition is to be cured. 


Surgical treatment of hemorrhoids is a very satisfactory procedure pro- 
vided that it is carefully carried out. Complications are rare and recurrence 
| is not likely. Rarely, after ten or twenty years two small secondary first- 
! degree internal hemorrhoids may develop but these always respond to 
| injection. It is true that the operation causes some discomfort but this is 
) very short-lived compared with the prolonged discomfort ef untreated 
third-degree internal piles. Postoperative pain should be adequately con- 
trolled by drugs. The pain of the first postoperative bowel action may be 
reduced by applying a local anzsthetic to the anal wounds before it takes 
place. Warm olive oil run into the rectum will facilitate the passage of the 
stool. An injection should be given immediately the motion is passed. 
Clean well-irrigated wounds gently dressed, using a ‘trilene’ inhaler if 
necessary, alleviate much discomfort. Unfortunately it is often true that 
the nursing of anal wounds leaves much to be desired, but it is the surgeon’s 
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duty to see that the treatment that he expects is carried out. It-is perhaps 
a pity that matrons and the nursing profession in general do not encourage 
staff nurses and others to learn more of specialized nursing techniques by 
visits to specialized units. 


THE TECHNIQUE OF INJECTION 
The solution most commonly used, and thus the safest, is:— 
Phenol 5 per cent. 


Menthol "tan 
Arachis oil to 100 "a 


It is injected into the submucosal tissues of the rectum at the neck of the pile 
around the main vascular channels. The proctoscope is inserted fully and withdrawn 
slowly, the patient being requested to relax and breathe quietly through the mouth. 
This prevents mucosa being strained down into the lumen of the instrument. At 
the uppermost limit of, or just above, the sphincteric area (ano-rectal ring), the 
pink mucosa becomes slightly darker and it is into this area that the injection is 
given. The fluid is injected into the primary sites at 3, 7 and 11 o’clock (12 o’clock 
being anterior), starting with the 7 o’clock area, as this is the most difficult to do. 
If there is one hemorrhoid much larger than the others, this may be dealt with 
first, if felt desirable. The injection should flow in easily and a swelling appears 
which will become pearly in colour, with tiny mucosal vessels visible tracking over 
it. At this point the injection is stopped. The swelling should never become quite 
translucent. Normally about. 3 ml. are required in each area but sometimes 6 ml. 
or more are needed if the mucosa is lax: On no account should more than 1o to 
15 ml. be injected on one occasion. If the mucosa becomes rapidly white the injec- 
tion is placed too superficially and ulceration may result. If the needle is too deep, 
injection will be difficult and bleeding is likely to ensue. 

No special treatment is required after injection, but the patient should 
be told to take things easily for the rest of the day, on no account to take 
excessive alcohol and, if possible, not to have a bowel action until the 
following day. A mild ache may be expected but this is simply controlled 
with aspirin. 

A second injection may be given in two to three weeks, again into the 
primary areas, and a third, if necessary, three weeks later, into the inter- 
hemorrhoidal zones. The course should then cease. If pain occurs during 
the injection it is usually immediate and is due to the injection being placed 


too low near the sensitive anal epithelium. 


PILES AND PREGNANCY 
This is always a difficult problem as the correct line of treatment for the 
local condition otten seems to be contraindicated by the degree of advance- 
ment of the pregnancy. Symptoms, other than those of a localized perianal 
hzmatoma, occurring in the first trimester, are best treated conservatively 
by frequent warm baths, local applications, suppositories and mild laxa- 
tives. More specific treatment may be given during the second trimester. 
A small perianal hematoma may be dealt with surgically at any time. 
Between the 18th and 30th week piles may be injected with the ordinary 
solution of 5 per cent. phenol in vegetable oil. It is even reasonable to carry 
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out a hemorrhoidectomy at this time. Later on, however, conservative 
treatment should be advised, although perianal eedema of advanced preg- 
nancy can sometimes be relieved by decompression carried out as for a 
perianal hematoma. 

Elective surgery should be advised as soon as possible after weaning, as 
seldom is a family conceived strictly according to plan. 


CONSERVATIVE METHODS OF TREATMENT OF 
INTERNAL PILES 

Conservative treatment of internal hemorrhoids, at any stage, is not very 
satisfactory, either from the point of view of cure or of relief to the patient. 
If bowels are open regularly, and the stool is passed without difficulty, no 
laxatives are required. If, however, the bowels are difficult, milk of mag- 
nesium hydroxide B.P.C. or methylcellulose may help. Liquid paraffin 
should only be used when there is a painful condition at the anus, such as 
prolapsed, thrombosed internal piles: it is only a lubricant and tends to 
make the colon and rectum inert. Suppositories of the bismuth subgallate 
type relieve the feeling of congestion and aching to some extent but local 
ointments are seldom more than placebos. Anzsthetic ointments are of 
little use when the epithelium is intact, although they are, of course, useful 
for the treatment of fissures. 

The etiology of hemorrhoids is not clearly understood although heredity 
would appear to play some part. Thus, prevention is seldom possible but 
alleviation of predisposing factors such as straining at stool, or at work, 


prolonged standing or overweight, may prove of some help. 


SUMMARY 
External hemorrhoids present as a swelling at the anus which is initially 
painful. It may ulcerate and bleed into the underclothes. Treatment is by 
local surgery or palliation with compresses. 

Internal hemorrhoids, in which the main symptom is bleeding, may be 
treated by injection. When prolapse, mucous discharge and soreness are 
the main symptoms, operation is usually advisable. 

Complicated internal hemorrhoids with thrombosis are best treated 
conservatively. 

A technique of injection therapy is described. 





INJURIES OF THE VEINS 


By R. L. NEWELL, M.D., F.R.C.S. 
Surgeon, Manchester Royal Infirmary 


AN injury to a vein is not a common condition but, when it occurs, it may 
lead to a major catastrophe unless it is recognized and controlled immedi- 
ately. Bleeding from a vein may be classified into three groups: (1) due to 
external and internal trauma; (2) arising during operations; (3) arising after 
operations. 


INJURY DUE TO TRAUMA 

In this group probably the commonest is the rupture of a varicose saccule 
in the leg. This may occur after a minor injury. The proper treatment is 
raising of the leg and applying pressure. This procedure is known to all 
trained in first aid but it is astonishing how many medical students are 
ignorant of this simple method. When the patient has recovered from the 
shock and hemorrhage, for which he may have to have a blood transfusion, 
the varicose vein must be ligated in order to prevent a recurrence. 

Quite often a fall may result in a large hematoma, usually on the lateral 
aspect of the thigh. I have seen three such cases. Aspiration of the blood 
combined with pressure appears to be ineffective and indeed may lead to 
sepsis. All my three cases were treated by evacuation of the clot combined 
with ligation of the veins. This resulted in a complete cure. Hamatomas 
on other parts of the surface of the body are rare. They may occur after a 
fall on the head or during delivery of a child with forceps. They are usually 
small and quickly subside without surgical treatment. If they occur deep 
to the occipitofrontalis they may be very large, limited only by the attach- 
ment of that muscle. Conservative treatment should be tried as they often 
subside quite quickly. 

A common injury is a black eye caused by a blow. The old-fashioned 
remedy was the application of a beef steak, but a cold compress is just as 
effective and in these days considerably cheaper. For a description of an 
unusual form of hemorrhage following an injury to the eye I am indebted 
to Mr. R. T. Johnson, Head of the Department of Neurosurgery of the 
Royal Infirmary, Manchester. 

A patient was admitted following a minor injury of the right eye which swelled 
considerably and became discoloured. This subsided but she was left with a severe 
proptosis. The bruising left little doubt that there had been an orbital hemorrhage. 
Six months later she again injured the eye, for which she was readmitted to hos- 
pital and an angioma was removed. 

Quite an extensive hematoma, often requiring surgical treatment, may 
result from a rupture of the rectus abdominis during a bout of coughing. 

Deep phlebitis of the leg is nearly always traumatic. It is characterized 
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by acute onset of pain in the back of the calf. Walking is very painful and 
is followed by pitting cedema up to the knee. It commonly occurs after a 
game. In one case in my experience it was caused by a child sitting on her 
mother’s knee. If seen within a few hours a dramatic cure results from a 
paravertebral block. If seen later, support with a firm elastic bandage and 
induce the patient to walk. 

Traumatic thrombosis of the axillary vein is seen most commonly in 
young adults. It follows a sudden period of strain with the arm in one of 
two positions :— 

(1) Arm above the head caused by a fall saved by grasping some overhead struc- 
ture or by a period of strain such as overhead painting. 

(2) Downward strain which may be sudden after a bout of coughing while lifting 
a heavy object: e.g. a grand piano. The most probable cause is the sudden rise of 
venous pressure with consequent damage, usually to the third part of the axillary 
vein. 


Within a short time cedema is seen on the dorsum of the hand, which 
extends to the whole arm. The superficial veins are engorged and the arm 
is painful enough to prevent work. As a rule, the pain and edema gradually 
subside but there is a liability to further thrombosis if heavy work is re- 
sumed. Following exercise, edema of the arm may occur, which rapidly 
subsides only to recur with further exercise. This often occurs in a cricketer 
after bowling. In such cases a torn axillary valve is the usual cause. A veno- 
gram will help in the diagnosis and the treatment is ligation and division 
of the subclavian vein at the site of, or above, the torn valve. 

Penetrating wounds involving an artery and vein in close proximity may 
result in an arterio-venous aneurysm. This is usually caused by a war 
injury. According to its situation, it may or may not require surgical 
intervention. 

A common form of hemorrhage is that which may occur after the tapping 
of a hydrocele. The treatment is usually operative, and consists in the 
evacuation of the clot and a radical cure of the hydrocele. In these days of 
intravenous puncture a hematoma may occur unless pressure is applied; 
it often leaves discoloration of the skin which quickly disappears, but which 
may be distressing to the patient. 


OPERATIVE AND POSTOPERATIVE INJURIES 
During the operation for an inguinal hernia the femoral vein may be trans- 
fixed by a needle, leading to quite considerable hemorrhage. The needle 
must be removed at once and pressure applied. The bleeding will usually 
stop quickly. 

When operating on the neck, for instance, for removal of a gland for 
biopsy, injury to a vein may occur. If this is not arrested by pressure, the 
incision must be enlarged and the vein sought for and ligated. In the case 
of the internal jugular the vein may have to be ligated or the rent stitched 
with fine plain catgut, using an atraumatic needle. 
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In the operation for radical amputation of the breast the subclavian vein 
may be injured. Ligation is usually not necessary and a repair can often be 
effected by stitching. 

When removing a kidney, unless the pedicle is defined and stripped of 
surrounding fat which enables a ligature to be applied to a narrow pedicle, 
the ligature may slip and severe bleeding may occur. Control is difficult 
as the vessels retract behind the peritoneum, but there is no need for alarm. 
The wound should be packed and left for several minutes. The pack is then 
removed carefully and the bleeding vessels sought for and ligated. 

The slipping of a ligature from the stump of the saphenous vein in opera- 
tions on varicose veins is not uncommon and is due to a flush ligature of 
the proximal end of the vein in the groin. This may result in alarming 
hemorrhage from the common femoral vein. In an attempt to control this 
forceps may be clamped on the deep femoral vein or artery resulting in 
ischemia and loss of the limb. The primary cause is always the same: an 
attempt to ligate the saphenous vein flush with the femoral. It is wise not 
only to ligate the vein well away from the femoral but also to transfix it, 
as there is always a rise in venous pressure on coughing. 

(Esophageal varices may cause very severe and uncontrollable bleeding. 
This may be due to injury by some hard food or the passing of a gastro- 
scope. Treatment is extremely difficult and often the patient dies before 
surgical measures can be undertaken. 

Injury to the portal vein during cholecystectomy may cause severe 
hemorrhage. Every attempt must be made to repair the vein as ligation is 
attended by a considerable mortality. Bleeding after prostatectomy, although 
usually arterial, may be venous in origin. Evacuation of the blood can often 
be effected by a powerful syringe applied to the urethral catheter. If this 
is not possible the bladder must be opened and the bleeding controlled by 
the diathermy or by packing the prostatic cavity. 

Following gastrectomy bleeding may occur and may be venous in origin. 
It is caused by a slipped ligature or faulty suturing of the anastomosis. The 
patient presents all the signs of internal hemorrhage and, after the necessary 
preparation, the abdomen must be reopened and the bleeding controlled. 

After a thyroid operation there may be bleeding, usually arterial but 
sometimes venous. This is a serious complication and may lead to asphyxia 
and death unless the wound is opened immediately and the bleeding 
controlled. 

CONCLUSION 
I have described the various conditions which lead to venous hemorrhage 
but it is a rare condition and it does not fall to the lot of a surgeon to see 
many cases. 
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THE DERMATOLOGICAL 
COMPLICATIONS OF VARICOSE VEINS 


By I. B. SNEDDON, M.B., F.R.C.P. 


Physician, Rupert Hallam Department of Dermatology, 
United Sheffield Hospitals 


It is a widely held belief that pigmentation, oedema, eczema and ulceration 
of the legs are complications of superficial varicose veins. Yet many authors 
have commented on the fact that sufferers from severe varicose veins may 
have no skin lesions, whilst eczema and ulceration are often seen in those 
with no varicose veins. This paradox can be explained only if one attributes 
the damage to the skin and subcutaneous tissues to venous insufficiency. 
Anning (1952) has likened the venous circulation in the leg to a pump which 
will work satisfactorily only if the valves in the deep and communicating 
veins are intact and the muscles of the leg active. Failure of this pumping 
mechanism produces venous insufficiency. The results of this are increased 
pressure in the venules, particularly on walking, oedema and defective 
nutrition of the tissues. Piulachs (1956) lists the following causes of venous 
insufficiency :— 


(1) Obstruction of the deep veins, a result of thrombophlebitis. 
(2) Valvular incompetence of deep veins after thrombophlebitis which has been 


canalized. 
(3) Primary valvular incompetence due to either absence of valves or dilatation 


of the deep veins accompanied by incompetent perforating veins. This last con- 
dition is often hereditary. 


The relative importance of these causes is still debatable but in a skin 
clinic, the postphlebitic state is by far the commonest cause of venous 
insufficiency with ulceration. The frequency of thrombophlebitis as a cause 
of ulcers has been estimated at 74.85 per cent. by Anning (1954a), 87 per 
cent. by Bauer (1948), and go per cent. by Piulachs (1956). It is only fair 
to add that Rivlin (1958) considered only 15 per cent. of 200 ulcers to be 
post-thrombotic. It is also important to realize that varicosities secondary 
to deep vein thrombosis occur in only a proportion of cases and possibly 
only in those who have a congenital tendency to varicose veins. ‘There may 
be gross abnormalities of the deep veins with no superficial varicose veins. 
In other words, the skin complications of varicose veins are, in the main, 
the result of venous insufficiency. 


PIGMENTATION 
Pigmentation of the lower part of the leg. and sometimes along the line of 
a superficial varicose vein, is a common finding. It can occur without any 
evidence of insufficiency and in the absence of edema. It may give rise to 
considerable anxiety as patients fear that it is a forerunner of ulceration. 
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The mechanism of its production is twofold. As a result of a raised capillary 
pressure, red blood corpuscles escape through the walls of the vessel and 
sometimes obvious purpuric hemorrhages can be found. As the bright-red 
colour fades, the tissues remain stained with hemosiderin. Care must be 
taken to differentiate this condition from the purpuric eruptions which are 
caused by carbromal, a drug used in many proprietary hypnotic tablets. 
This may first start on the 
lower leg, but rapidly spreads 
to the thighs and abdomen 
and is associated with a papu- 
lar and scaling eruption. True 
melanin pigmentation may 
also occur where there has 
been skin inflammation due 
to eczema, or, sometimes, as a 
result of the erythema of a 
superficial thrombophlebitis. 

Whatever the cause, the 
pigmentation is most persis- 
tent and no form of treatment 
is effective. 


TELANGIECTASIA OF 
THE LEGS 
Minute dilated venules over 
the feet, ankles and legs (fig. Fic. 1.—Telangiectasia of legs in a woman of 35 
1) are sometimes associated with mild varicose veins. 
with larger varicosities and 
cause a considerable cosmetic defect, since they show through a nylon 
stocking. They are more likely to occur in association with the ankle blow- 
out syndrome (Cockett and Jones, 1953), but can occur without evidence 
of venous insufficiency. Telangiectasis of brighter hue similar to a capillary 
hemangioma can develop on the legs of middle-aged women who demand 
treatment because of the unsightly appearance. This condition is not 
necessarily associated with varicose veins but appears to be an inherited 
weakness of the small skin capillaries. Attempts to treat these either by 
diathermy, or radiation with thorium-x, have not been successful in my 
hands, but they can be masked by cosmetic covering creams and assurance 
given that ulceration will not occur. 


WHITE ATROPHY 
Small white scars, either separate or linking together as a network, may 
develop around the ankles, and on the sides of the feet in patients with 
chronic venous insufficiency (fig. 2). They closely resemble scars left by 
previous ulceration, but many patients are adamant that they have developed 
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without ulceration. They must, one feels, be due to damage to the arterioles 
and an avascular necrosis. Evidence of pathological changes in arterioles has 
been found by Kulwin and Hines (1950) and they may be due to increased 
pressure. A possible mechanism for such damage has been suggested by 
Piulachs who describes a hydraulic wave of pressure being transmitted from 
the abdominal cavity down the incompetent deep veins to the small venules. 
In time, this repeated hydraulic 
ram causes fibrosis of the vessel 
walls and thus interferes with 
the passage of metabolites. 


(DEMA 
When standing, the normal in- 
dividual is always on the verge 
of developing cdema in the 
legs. Any persistent rise of 
venous pressure will cause dila- 
tation of the capillary walls and 
thus increase their permeability. 
This in turn diminishes the 
osmotic pressure within the 
capillaries and causes tissue 
cedema. Local anoxia due to 
stasis increases permeability by 
damaging the capillary walls. 
Fic. 2.—Healed gravitational ulcer and areas It is not surprising therefore 
of white atrophy below the malleolus. that cedema is a frequent com- 
plication of venous insufficiency. 
In the early stages it will be almost unnoticed as it collects around the 
tendo achillis. Later, pitting oedema of the whole lower leg develops but 
does not extend to the foot, being controlled there by the pressure of shoes. 
At first, edema is postural and disappears with rest, but after some months 
the edema fluid of high protein content becomes organized and firm. This 
gives rise to induration, either localized or confluent, which does not pit 
and does not subside with rest in bed. These plaques of induration at times 
become reddened and tender as a result of low-grade infection. Involvement 
of the lymphatics by infection and fibrosis further aggravates the condition. 
Ultimately the skin and subcutaneous tissue become bound down and fixed 
to the underlying bone giving an appearance like scleroderma. This limits 
movement of the ankle joint and atrophy of the muscles follows. In the 
edematous state the leg is highly vulnerable to minor trauma which is 
usually followed by ulceration. It is worthy of note that ulceration does not 
complicate oedema of cardiac or renal origin. 
An occasional end-result of long-continued cedema in the neglected case 
is an excessive growth of the epidermis which becomes heaped up and warty. 
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This condition is termed rhinoceros skin or pachydermia. An advanced 
stage of this is one of the forms of elephantiasis (fig. 3). 


GRAVITATIONAL OR STASIS ECZEMA 
The first sign of the onset of eczema may be irritation over an area of pig- 
mentation. This can occur in the absence of any cedema, and sometimes 


Fic. 3.—Pachydermia and elephan- Fic. 4.—Stasis eczema show- 
tiasis the result of chronic ing scaly papules with a 
venous insufficiency. purpuric element. 


without any evidence of venous insufficiency. Erythema then appears, 
giving a characteristic reddish purple hue to the skin which becomes scaly. 
Such patches of irritating and scaly eczema may remain for months or years 
without progressing further (fig. 4). More often an exudative moist and 
weeping area appears on the lower part of an edematous limb. This spreads 
peripherally and, because of the inflammatory reaction, oedema increases. 
Without treatment to control the cedema, the eczema persists and extends, 
being aggravated by scratching and the series of patent ointments which 
most patients apply. 

After a latent period of some weeks or months, other parts of the body 
can be affected by the eczematous eruption. The extension of the eruption 
may be to a similar region of the opposite leg and then to the antecubital 
fossz, the ‘V’ of the neck and the face. This ‘auto-sensitization’ eczema is 
said to be due to the rest of the skin becoming sensitized to substances 
released in the primary patch of eczema, although experimental proof of 
this has yet to be obtained. The spread to the rest of the body is often 
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precipitated by a dermatitis from medicaments, particularly by occlusive 
dressings. 

It is worthy of mention that many patients request treatment for the 
eczema on the arms and face without disclosing that for months or years 
they have had a ‘bad leg’. Once a patient has had a generalized eczema from 
a gravitational eczema, a relapse of the leg condition is speedily followed 

by a recurrence of the 
generalized eruption, 
which does support 
the theory of auto- 

sensitization. 
Diagnosis. — There 
is a temptation to 
diagnose all skin 
lesions of the lower 
leg as being of gravi- 
tational origin, but 
many dermatoses 
which involve that 
area have no con- 
nexion with varicose 
Fic. 5.—A patch of psoriasis which (because of its site) veins or venous in- 
simulates gravitational eczema. sufficiency. The most 
difficult to differen- 
tiate are other causes of an eczematous reaction in the skin. Probably 
the most common is generalized dermatitis which has started on some 
other part of the body and which then spreads to the skin over the 
varicose veins or to edematous areas around the ankle. An occupational 
dermatitis on the hands and forearms can be complicated in this 
way, and only an accurate history will enable the correct diagnosis to be 
reached. Nummular eczema, an endogenous eruption of unknown etiology, 
may also involve the legs. It should be possible to distinguish the clear-cut 
rounded lesions which occur more on the calf than around the ankle and 

rarely without similar patches elsewhere on the body. 

Contact dermatitis of the legs is uncommon but may result from industrial 
hazards, stockings or boots. The lesions are symmetrical and involve the 
whole circumference of the legs and often extend down over the feet. 
Elderly people often develop a chronic irritating eczema on the front of 
the shins where the skin becomes unduly dry and a crazy paving effect 
appears from cracks in the horny layer. This again usually involves both 
legs. The dry, irritant type of gravitational eczema may be simulated by 
lichen simplex chronicus, in which persistent scratching produces thicken- 
ing of the skin which resembles a patch of morocco leather with clear-cut 
edges. Lichen planus, particularly the warty type, and even localized patches 
of psoriasis around the ankle (fig. 5) can also cause confusion. The dis- 
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covery of lesions elsewhere on the body, or in the case of lichen planus on 
the mucosz, will help in making the correct diagnosis. 


THE TREATMENT OF GRAVITATIONAL ECZEMA 

The local treatment of eczema secondary to venous insufficiency does not 
differ in principle from the treatment of any eczemztous eruption, but the 
important point is to abolish cedema by firm support to the limb. Rest in 
bed is essential for the care of severe weeping eczema with generalized 
spread to the rest of the body, but for lesions confined to the legs it is pre- 
ferable to keep the patient ambulant in order to prevent thrombophlebitis, 
If the eczema does not respond to ambulant treatment then bed rest may 
become necessary. 

Before choosing the initial local application, the amount of secondary 
pyogenic infection should be assessed. The presence of pustules and crusting 
will be a guide. Another point to be noted is the degree of acute inflam- 
matory reaction caused by previous local applications. If this is marked, 
then only the most inert remedies can be safely applied. Where there is 
infection, wet dressings of eusol lotion applied on several thicknesses of 
gauze, should be used. I do not advise waterproof covering for the dressings, 
but they should be changed before the dressing is fully dried out. If the 
area continues to weep, 0.5 per cent. silver nitrate lotion may be substituted 
but this has the big disadvantage that it stains bedding and clothing and 
thus is unpopular with nursing staff and patients. Local antibiotics should 
be avoided as contact dermatitis is so easily induced. 

Where sepsis appears to be unimportant, wet dressings of the following 
lotion are more suitable :— 

Kaolin I ounce (28.4 g.) 

Zinc oxide I ounce (28.4 g.) 

Glycerin 4 ounce (12.2 g.) 

Water to 12 ounces (340 ml.) 
If irritation is intense 1 per cent. of ichthammol B.P. can be added to the 
lotion. This lotion tends to cake on the skin and daily cleansing with liquid 
paraffin or olive oil should be carried out. Wet dressings with this lotion 
_can also be used on a generalized auto-sensitization eruption. 

It is justifiable to use a topical hydrocortisone and antibiotic ointment 
where a patch of gravitational dermatitis has been violently aggravated by 
an unsuitable local application and a generalized eruption is developing. 
In this event, treatment of the lesion on the leg with such a preparation 
may lessen the generalized spread. For routine use there is not sufficient 
advantage in the hydrocortisone preparations to outweigh the additiond 
expense and the likelihood of recurrence when treatment is stopped. 

In addition to local applications to the eczema, elastic support must be 
given to the leg. A firm elastic web bandage should be applied over the 
dressings from the base of the toes to the knee, preferably before the patient 
gets out of bed; it should remain on until the patient returns to bed @ 
night, and be removed only for redressing the eczema when wet dressing 
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are being used. Crépe bandages and the various types of elastic mesh 
bandage do not give sufficient support and elastic adhesive bandages are 
not suitable for the treatment of gravitational eczema. 

When the acute exudative stage has subsided, the skin will tolerate a 
paste dressing. At first, a once daily application of Lassar’s paste applied 
directly to the skin as a thin film and covered with gauze or ‘tubegauz’ will 
be sufficient. Later, if recovery is slow, 0.5 to 1 per cent. crude coal tar can 
be incorporated in the Lassar’s paste. Before redressing, the skin should be 
gently cleaned with liquid paraffin. At this stage, and also in the initial 
treatment of the dry, irritable type of gravitational eczema, ichthammol B.P. 
or occlusive tar paste bandages are valuable. The bandage should be applied 
two to three layers thick and may be left on for a week. The skin can then 
be cleaned with paraffin and a fresh occlusive bandage applied. The advan- 
tages of the occlusive bandages are that they prevent damage by scratching 
and they also prevent the meddlesome self-treatment with the numerous 
noxious ointments advised by well-meaning friends. I prefer the tar band- 
ages but use the ichthammol bandages if there is any history of tar sensi- 
tivity. Elastic support should still be maintained over the occlusive bandage 
when the patient is out of bed. 

Finally, the occlusive bandages are removed when the skin appears to be 
healed but, in order to prevent relapse, a smear of Lassar’s paste with 
I per cent. crude coal tar applied at night may be necessary for a week or so. 


ULCERATION 

The surgical treatment of venous ulcers is being dealt with in another 
article but there are some aspects which are largely dermatological. Perhaps 
the most frequent complication of ulceration is a superadded contact derma- 
titis. Few cases of gravitational ulcer escape since patients and even doctors 
have a touching faith that cure will come if only the latest antiseptic or 
antibiotic can eradicate infection. The causes of contact dermatitis reflect 
fashions in treatment. Few examples of sulphanilamide sensitivity are seen 
nowadays. Their place has been taken by chloramphenicol—in my experi- 
ence, a potent sensitizer—chlortetracycline and neomycin. Even that uni- 
versally used favourite, ‘tulle gras’, can give rise to a violent sensitization 
eruption, though the risk of this is not great. Treatment for contact derma- 
titis has been dealt with under eczema. 

A complication of sensitization dermatitis—perhaps years later—is a 
local breakdown of the ulcer if the antibiotic responsible is given to the 
patient for some other disorder. Contact dermatitis is avoidable if simple, 
non-sensitizing local applications are used as ulcer dressings. Eusol, 0.5 per 
cent. silver nitrate lotion, Lassar’s paste containing 0.25 per cent. brilliant 
green, sterile soft paraffin, are all safe and effective. Healing depends upon 
improving nutrition by removal of cedema and there is no need to use anti- 
bacterial remedies. That this is so is shown by the success of dry filament 
rayon dressings without other medication (Johnson’s ‘N & A’ dressings): 
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Standeven (1958) reported the satisfactory results of treatment of 26 ulcer 
and I can support his findings. 

It should not be forgotten that iron-deficiency anaemia complicates 
chronic extensive leg ulcers and in the elderly, intramuscular iron may be 
needed to restore the hemoglobin to normal. 

There is a considerable number of patients with ‘venous ulcers’ in whom 
the venous insufficiency cannot be corrected by surgery. These must be 
treated by the control of edema by rest in bed or by supportive bandagii 
The outlook is rarely hopeless, given some cooperation by the patient af 
enthusiasm on the part of the medical and nursing staff. I prefer to keep 
the patient ambulant if it is at all possible, since so many of the difficult 
cases are elderly. Ninety-three of Rivlin’s (1958) 200 patients and 40 per 
cent. of Annings (1954b) 696 patients were over sixty. I also prefer elastic 
webbing bandages to elastic adhesive bandages. The great advantage of th 
elastic webbing bandage is that the patient can usually understand that i 
is the bandage that has healed the ulcer and that further ulceration can be 
prevented by continuing to wear it. A minority of patients can change to 
an elastic stocking some months later, but this support is insufficient fot 
the more difficult cases. 

In the case in which healing does not proceed satisfactorily with bandagin 
alone, a full Bisgaard (1948) routine, which consists of massage of the foo, 
and leg in a centripetal direction and padding around the malleoli wit 
gamgee under an elastic bandage, may turn the scale. One important poir 
which is often overlooked is that when elastic bandages are used, walking 
should be encouraged. It is by active use of the legs that the bandage can 
massage out the excess cedema. It is only standing and sitting with the legs 
down which is harmful. 

Finally, some form of follow-up clinic is well worth while. Time spent 
in issuing new bandages and encouraging patients to wear them is well 
repaid by a lowered recurrence rate. 

I am grateful for the help of Mr. A. McKibbins who took the photographs. 
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“SOMATIC SYNDROMES CLOAKING 
DEPRESSIVE STATES 


By DAVID RICE M.D., D.P.M. 


Consultant Psychiatrist and Medical Superintendent, Hellingly Hospital, 
Hailsham, Sussex 


iz of the most striking features of psychiatric practice is the frequency 
with which depressive states occur and the infinite variety of symptoms 
with which the patients present and which cause the family doctor to seek 
further aid—often from several specialist departments before the true 
diagnosis is made. Probably 60 to 70 per cent. of patients coming to a 

ychiatrist come with physical symptoms. When we come to consider why 
tis that physical symptoms are those usually produced, we have to realize 
that to a great many—and they include medical as well as lay people— 
there is still something ‘not quite nice’ or not quite respectable, in psychi- 
stric symptoms. 


WHAT IS DEPRESSION? 

sy depression, we do not mean, or imply, a condition in which the patient 
‘its or stands crying and obviously emotionally upset. Were this so, we should 
ot need professional training for diagnosis: the local policeman or garage 
and could tell us our patient’s trouble. What we imply is a disorder of affect 
—that is to say, of feeling—which is characterized by a general lowering or 
depression of body function. Certainly spirits will be lowered and the 
patient may be melancholy and dejected, but these are not necessary 
features. Depressive conditions are divided into two main groups:— 

(a) Neurotic depression.—Any or all of the neurotic types of symptoms— 
anxiety, hysterical, obsessional and depressive—may be present. The con- 
dition is often described as reactive; that is to say, to follow as a consequence 
of, or reaction to, circumstances or conditions. 

(b) Psychotic depression.—This is regarded as a constitutional type of dis- 
order; something within our make-up allows us to develop such an illness. 
Psychotic depression is usually labelled by an adjective which indicates 
when the first attack occurs, or, if this is not the first attack, that there have 
been others. The over-all condition is called endogenous (i.e. growing from 
within) depression, and other adjectives, e.g. recurrent (if attacks have 
occurred before), menopausal, involutional, senile, and the like are used 
indicating the age of the patient. (The involutional period is usually 
reckoned as 40 to 55 in women and 50 to 65 in men.) One of the diffi- 





culties with the psychotic group is that the patient, the family and often 

e doctor too, all fail to appreciate that the condition is endogenous and 
search constantly and fruitlessly for a cause. Frequently there is a pre- 
ipitating factor, a trigger, a last straw, but fundamentally the constitu- 
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tional factor or factors remain all-important. Rationalization, that is to say, ever 
finding a reason for the symptoms or conditions, is never fruitful, and can J com! 
only serve to produce a peg on which to hang one’s hat. ‘I would be ali thin! 
right, doctor, if I could get a good sleep at night’ may be true, but truer ence 


still is: “You would sleep all right if you were well’. abou 
will 1 

CHARACTERISTIC FEATURES but 

Some of the earliest features noted are falling off of interest and energy, look 
The housewife who is no longer houseproud, or the man who seems less te 
at het! 


keen on his garden and allotment may in fact be developing a depressive conso 
condition. Other comparable and often early features are a falling off inf name 
concentration and an inability to make decisions, this latter often combined 
with, or characterized by, a tendency to procrastinate. These two features _ 
are sometimes combined. There may also be other related and similar 51° 
features of the obsessional type: a tendency to check up on oneself andg ® ath 
one’s action, which may be associated with an over-all failure of confidence.§ ®t 4 
Alteration in sleep rhythm, failure of appetite, loss of weight and consti- but © 
pation are other features often noted early in depressive illness, but onlyg 2 ° 
poor sleep and constipation are commonly complained of by the patient— this is 
the other two features are usually only elicited cn questioning. meee 

Quite often a practitioner will refer a patient for what he takes to be ang ™" 
anxiety state, when what has been mistaken for an anxiety state is in fact of the 
the agitation and restlessness so often seen in depression. Our professsionalg °°™™ 
fathers spoke of agitated melancholia as a clinical diagnostic entity, but weg Pf8" 
now accept that agitation is a frequent symptom of an over-all depressive chang 
condition. When present, it conceals one of the more obvious charac: listles: 
teristics typical of depression: slowness or retardation. When present, this 8°04 
commonly applies to all motor activity, as well as thought, with resultingg ™°™ 
slow movements, slow speech and slowing of actual cerebration. With the sleep ; 
slowness, goes also another feature indicating a lowering of activity: 
change of cadence in the voice; the dull, monotonous speech encountere 
in many patients with depression. Often, of course, the patient’s relativ 
are those who notice small points, and a tendency to easy and unaccustom 
irritability is often a feature. Patients will often admit this on direct qu 
tioning, and it seems to be particularly applicable to noise. I have ofte 
noticed that when asked about noise in general or the wireless in particular 
a patient will say that he or she now finds it irritating. Similarly, a paren 
will say that he or she finds the children get on his or her nerves. 

Two other features complained of by many patients are wortlty of men 
tion. The patient (and his family) will often remark on tension and alm 
always will have noticed this, even if they do not spontaneously mention! 
This tension may be associated by the patient with the two precedi 
features— irritability and restlessness or retardation—or it may express i 
in the patient’s complete inability to be at ease or to relax. The other fea 
is fear. Fear may be a wild, generalized, ill-defined fear—of anything 
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everything, or it may be more closely defined and confined. One of the 
commonest of the latter group is a definite fear of what people will say or 
, all § think ; commonly associated with this are what are known as ideas of refer- 
ence; that is, a feeling that other people are looking at, noticing, and talking 
about, one. We are all of us self-conscious to a certain extent, and ‘What 
will the neighbours think?’ is a standard ‘crack’ of our present-day society, 
but when this translates itself into a feeling that people in the road are 
looking at, and talking about, one it is distinctly pathological. 

Thus, a lady I saw recently felt unable to go out because everyone would point 
at her and say she was not married. She is a widow, who has lived with her present 


sive consort as his wife for at least twelve years, and who many years ago changed her 
ff inf! name to his by deed poll. Only in her depression had she become concerned. 


MOOD 
Since depression is an affective disorder, that is, a disorder in which mood 
is affected, it would be surprising if how the patient feels—his mood—was 
not a marked feature. The patient often realizes that he is feeling depressed, 
but often this is not so, and it is in those patients that difficulty occurs, 
not only in diagnosis, but also in persuading them and their relations that 
this is the fundamental condition. ‘But, Doctor, I’m not depressed’, or even 
more commonly, ‘She has got nothing to be depressed about’ is all too 
common an attitude—particularly when the depression is masked by some 
of the features shortly to be considered. A feature of the mood, which is 
commonly found and which, in my experience, points a sign to a good 
prognosis, given adequate treatment, is the diurnal variation. The common 
change is for the better as the day goes on: the patient wakes feeling tired, 
listless and barely able to face the day; by evening, he feels that, given a 

















i good night, perhaps things will not be too bad tomorrow, but by the 
ulting morning the pattern is repeated. Often the patient relates this to poor 
sleep; ‘I would be all right if I had a good night’s sleep’. 


DELUSIONS 
The delusions met with in depressive illness naturally vary, but they are 
all stamped with a quality which is quite characteristic. It is a quality best 


= expressed perhaps as one of denial, and known by the name of nihilism. 
Ted Bowels do not work’; ‘bowels are blocked up’; ‘nothing passes’; ‘I have 


sail neglected my work’; ‘I have let others down’; ‘I am no good’; ‘I have no 
money’; ‘I am ruined’; ‘nothing can help’; ‘no treatment is any good’; ‘no 


are! ° “208 o< 
P hope’: these are a few common expressions of the nihilistic type, and 
~ delusions with this quality may be taken as clearly depressive. 
alm I remember going to do a domiciliary visit for a doctor, some years 
. «Mago, the patient being a man of 85, an ex-R.S.M. of the Rifle Brigade. 
tion "i He was in bed upstairs, in a room heavy with lugubrious relatives, in a state of 
cedin@ agitation and depression. He was starving himself to death because he believed 
3 i that as his bowels had disintegrated and turned to jelly, he must not take in any- 
f thing by mouth, or it would pass through and mess the bed. Although he was 
ea 


convinced treatment was hopeless, I was able to persuade him to sign a voluntary 
form and come to hospital, and am glad to say that he made an excellent recovery. 
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The other great group of depressive delusions are those of guilt or wrong. 
doing. We have all of us some skeletons in the cupboard, but they do not 
normally protrude, and when they do, do not usually materially interfer 
with everyday work and activity. Those of the depressed patient, however, 
intrude themselves more and more, until the patient’s conscious thought 
are almost completely preoccupied with them. 


SOME SOMATIC SYMPTOMS 
The somatic symptoms which so commonly cloak the depressive state ar 
as varied as the patients. Only some of the more common variations ca 
be considered here. 

Cardiovascular system.—The symptoms most commonly complained ¢ 
are palpitation and breathlessness. The patient is convinced that something 
has gone wrong with her heart; either it is going too fast, or it is going to 
stop. Precordial pain is common, but it rarely has the quality of that ¢ 
angina pectoris. 

The respiratory system comes less often into the picture, purely as refer. 
ence to lung disease or disorder, although pains in the chest and shortne: 
of breath are quite commonly met with. More recently, since publicity wa 
given to the subject, fear of cancer of the lung has begun to show itself, 
Asthma, although recognized as almost always of psychogenic origin, is 
rarely met with as a depressive symptom. 

Gastro-intestinal tract.—This is perhaps the system in which symptom 
most often appear. Any part of the tract may be the site of symptoms. The 
mouth, tongue and throat are often incriminated, e.g. dryness or soreness, 
but some of the commonest complaints are ‘stomach pains’, which may be 
definite or indefinite, or identified in the patient’s mind with an ulcer. 
Sometimes these symptoms closely simulate the organic conditions 3 
require considerable investigation. I should hate to have to guess wh: 
proportion of the conditions for which barium meal investigations are done, 
are in fact functional. 

Nausea and generalized abdominal pain are extremely common, but the 
latter rarely has the quality or characteristics of the pain in the ‘organic 
syndromes. Constipation is perhaps the commonest of all the depressi 
symptoms affecting the gastro-intestinal tract, and this may be factual, dut 
probably to the poor muscle tone and lowered general activity. On the 
other hand, it may be delusional, the patient believing that he passes nothing, 
or virtually nothing, or that his bowels are stopped up. Even after visus 
proof that absolute constipation is not an established fact, one often gets 
the comment: ‘But you’ve no idea what is left inside!’ 

Genito-urinary tract.—Symptoms here are probably less often met with 
Aches and pains referred to the loins are usually interpreted by the patient 
as indicating severe renal disease, and sometimes patients believe 
something has gone wrong with the bladder. Urethral or vaginal discharg 
is often claimed by depressed patients, and not uncommonly a patient 1 
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believe that he or she has venereal disease. This idea indicates primarily 
the patient’s feelings of guilt: he (or she) feels so guilty with depression, 
that he is convinced that the worst (venereal disease) has occurred. This is 
the fate he feels he deserves. 

Central nervous system.—Specific lesions of the central nervous system 
are not a common feature as depressive symptoms, but generalized aches 
and pains, referred pain, headache, dizziness, tingling and numbness are 
all commonly found sensory symptoms. On the motor side, generalized 
weakness is a common complaint, but without localizing signs. Special 
sense organs are not infrequently affected, with the eyes bearing the symp- 
toms in the vast majority of cases. So much so, that I would suggest that 
headache, and pains in, round, behind, above or in some other way asso- 
ciated with the eyes, or actual disturbance of vision are two of the commonest 
symptoms of all. With the reluctance to accept anything but a physical basis 
for his troubles, the patient seeks the help of the ophthalmologist, or perhaps 
even more frequently, the oculist or optician. Often an error of accommo- 
dation is found and glasses prescribed, but when the patient is also suffering 
from depression, no improvement follows. How often, after successful 
treatment of the depression, we hear the patient state that his new glasses 
are now ‘wrong’ (often his old ones, if any, are right); a simple explanation 
for this is probably that improved muscle tone has now altered the error 
again (or even eradicated it) and the patient will need retesting—the test 
done when he was complaining having in fact given a false picture. 

Skin.—Changes in the skin are often seen in depressed patients. Apart 
from heat regulation which is often thrown out, other changes in the skin 
may be seen, whilst it may, of course, suffer from the traumatic incursions 
of the agitated and depressed patient, who will pick, bite or scratch himself 
without in the least knowing that he is doing so. The skin appendages, too, 
nails and hair, may suffer and show changes, which will include trauma, 
brittleness and actual loss. 

‘Illness’.—Fear of, or conviction about, illness is extremely common in 
patients suffering from depressive conditions. I have mentioned venereal 
disease and have suggested possible explanations for this. Two other con- 
ditions are as commonly involved: cancer and tuberculosis. 

Cancer is one of the most widespread and common fears. Any organ 
may be involved, but undoubtedly the bowel bears the biggest burden and 
forms the commonest focus. Patients have the most remarkable range of 
symptoms which they can attribute to this universal condition. It can lead 
to tragedies involving the patient and sometimes others, too. 

Pulmonary tuberculosis is also a common fear of the depressed patient 
and is one which usually needs careful examination to exclude, for so many 
symptoms occur in both tuberculosis and depression: weakness, lassitude, 
anergia, sweating, loss of appetite and loss of weight, to name but a few 
which will be enough to convince the patient and leave the practitioner 
uncertain in his own mind. 
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Two other conditions should be mentioned. Neither is strictly a somatic 
symptom, yet both may be readily mistaken as clinical entities when in 
fact they are really symptoms. I refer to the taking of alcohol and drugs, 
What I might call symptomatic drinking, is often symptomatic of a depressive 
condition. The vicious circle is well known: lack of confidence (from 
depression), a drink to feel better, another to improve on that, and so on, 
The dose gets bigger, the period of relief gets shorter. The depression can 
only be made worse. Drug taking, too, may also be symptomatic. The 
range of drugs varies and we may find almost any drug used; sometimes 
with disastrous, and sometimes with tragic or near tragic, results. 


THE DIAGNOSIS OF DEPRESSION 

The most important single item in diagnosis, as in most branches of medi- 
cine, is the history. History taking in the depressed patient is usually slow. 
It is slow, not only from the slowness and retardation commonly found in 
the patient, but also from the irrelevancies and ramblings with which the 
story is told. The description of hypochondriacal symptoms takes a long 
time, and the depressed patient cannot be hurried. The patient must feel 
that the doctor is caring for and interested in him, for he is probably ready 
to deride and belittle himself anyway and to feel he should not bother the 
doctor. Usually the non-organic nature of the symptoms is established 
during the history taking, and in that time, too, some of the positive features 
of depression I have indicated will have come to light. 


I remember discussing a patient’s troubles with a general practitioner friend 
from Kent. He told me how the patient, an elderly man, had complained of consti- 
pation and passing nothing through him for a considerable time, but investigations 
proved negative. He then complained of pain in the back, and my friend thought 
that he had missed a carcinoma and that secondaries in the spine were giving the 
pain, but x-rays, were negative and the patient did not waste rapidly. Latterly he 
had become very hesitant and indecisive and took over an hour to dress, and the 
practitioner asked me if an obsessional state was likely. He seemed very surprised 
when I suggested that the whole picture was typical of a depression and that the 
prognosis with treatment would be good. 


Examination is most important. I never cease to marvel at the practi- 
tioner who can assure the patient that there is ‘nothing wrong’, or the 
patient who can accept such assurance, without any pretence at a physical 
examination. 


TREATMENT 
Treatment can be subdivided into: (1) General measures, (2) drug or 
medicinal treatment, (3) psychotherapy, and (4) physical methods. The first 
consideration must be as to whether treatment should be on an inpatient 
or outpatient basis. 

Before discussing treatment further there are some ‘don’ts’ I should like 
to mention. First of all are the well-known clichés and advice: ‘Pull 
yourself together’ and ‘Snap out of it’. No patient is ever really helped by 
this means, and in fact tragedies have occurred as a direct result of it, the 
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patient deciding to end it all, since even the doctor doesn’t believe he is ill. 
Next, avoid three commonly suggested measures: (a) going for a holiday, 
(b) rest at home, and (c) admission to a nursing home. The value of these 
is limited to the reactive depressions, and even then to a very few patients. 
As futile is the old-fashioned prescription of ‘a cruise’. The time for the 
holiday or the cruise is when the patient is better and is fit to enjoy it and 
to benefit from it. Rest at home cannot help when the patient really is 
unable to relax properly and the average nursing home is not suitable as 
patients are rarely allowed to be up and they are expected to be alone in 
their rooms. Both are bad for the depressed patient. Also, of course, nursing 
homes rarely know how to cope, nor are they often experienced with people 
suffering from such conditions. 

General measures.—Under this heading I include the usual social remedies 
of the home or hospital: contact with others, stimulation, encouragement 
(by deed and word) to feel useful and wanted, proper feeding, meal times, 
and the like. 

Drugs.—Under drug or medicinal treatment, we must include adequate 
sedation at night and any necessary drugs by day. The operative word is 
‘adequate’. How often do we see patients not given sufficient sedation for 
a satisfactory night’s sleep. Amylobarbitone sodium is a very useful drug, 
but 6- or g-grain (0.4 or 0.6 g.) doses may be needed. Pentobarbitone 
sodium seems to be toxic to a number of patients. ‘Carbrital’ is often 
helpful, but must be used with care in the elderly. By day phenobarbitone 
or bromides, two depressing drugs, are still quite commonly prescribed. 
They are, I believe, best avoided. The stimulant drugs of the amphetamine 
group are useful in the neurotic types of depression and in the less severe 
endogenous states but rarely help the severely depressed patient. Modified 
insulin, that is, insulin in doses to produce drowsiness and extreme sweating, 
but not loss of consciousness, is-extremely useful and has a good tonic 
effect as well as encouraging appetite and physical well-being. The dose 
will vary with individual patients from 5 to 10 units up to 100 or more. 
Insulin is also useful in doses of 5 to 10 units given half an hour before 
food, to stimulate appetite. 

Psychotherapy.—Psychotherapy has a place in the treatment of neurotic 
depression in the form of what one might term superficial and simple 
psychotherapy only; analysis is not a technique needed in such patients. 

Physical methods—These undoubtedly have changed the whole picture 
of depressive illness. Convulsive therapy (E.C.T.) has revolutionized the 
treatment of psychotic depression. The introduction of relaxants and intra- 
venous anzsthesia has proved a vast improvement on what came to be 
known as ‘straight’ E.C.T., and has not only removed the upper age limit 
at which treatment is safe (personally I have not treated anyone older 
than 86), but has also reduced the physical risks to considerably below 
those of crossing the street. The main dangers now lie in too little treatment 
and in the part-treated patient who may recover enough initiative and 
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ability to make a decision and decide to attempt suicide. The partially 
treated patient may, in fact, present more difficulty and danger than the 
untreated one. A course of E.C.T. usually means at least five, and often 
six to eight, treatments. I do not believe that anyone who fails to respond 
to. this number of treatments is helped by going on to more (say ten or 
twelve), but quite often they may be improved by a second course of six 
to eight given after an interval. Unfortunately, E.C.T. does not prevent a 
recurrence of symptoms, although some patients seem to be kept well by 
what one might term a maintenance dose: say, every three or four weeks, 
The other physical treatment that should be mentioned is leucotomy— 
and its modifications. ‘This treatment has brought considerable relief to many 
chronic sufferers. In patients with recurrent depression which responds, 
wholly or in part, to E.C.T., but in whom improvement is not maintained 
and tension remains, leucotomy can often offer lasting relief. With the 
modern refinements of technique, personality defects and deterioration 
need not be feared. The whole question of treatment, however, rests 
eventually with the patient, for he or she must always consent: it is therefore 
inextricably bound up with faith in the doctor and with the doctor’s ability 
to convey to the patient his own infectious enthusiasm and confidence. 


PROGNOSIS 

It must be realized that in any psychiatric illness there will never be 
‘a cause’: it will always be a case of multiple factors and features com- 
bining in an individual and leading to a particular situation or set of cir- 
cumstances. We need to conceive then of a constitutional element which 
allows those factors to produce their symptoms, often following a trigger 
mechanism or ‘last straw’. How a patient reacts and the effect of the illness 
will be a completely individual matter. 

With neurotic depressions, the patient’s response will depend upon the 
circumstances and environment and his ability to cope with and to deal 
with them. If we can reorganize the environment and help the patient to 
reorientate and to readjust, improvement will follow. With psychotic 
depression, the constitutional element is all-important, and convulsive 
therapy, although empirical, is almost always fully successful. The greatest 
difficulty lies with those patients in whom one finds strong neurotic traits 
and manifestations after the initial improvement of the depression by the 
use of E.C.T. If matters can be adjusted to avoid a recurrence of circum- 
stances, the outlook should be good. A complicating prognostic feature is 
the fact that affective disorders are cyclical or recurrent in type, and that 
the illness will therefore tend to recur. Patients vary in the length of the 
cycle; in some the interval between attacks has been measured in a few 
weeks, whilst in others it may be several years—even up to twenty years. 
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CLINICAL EXPERIENCE WITH A NEW 
SEDATIVE DRUG 


By D. M. BURLEY, M.B., B.S. 
Lately Medical Registrar, Westminster Hospital 


T. C. DENNISON, M.B., Cu.B., D.C.H. 
Lately House Physician, St. Stephen’s Hospital 


AND WALFORD HARRISON, B.M., B.Cu. 
Lately House Physician, Westminster Hospital 


THALIDOMIDE («-phthalimidoglutarimide; ‘distaval’) is a new preparation 
with a depressant effect on the central nervous system. It was first syn- 
thesized in Germany by Kunz and his co-workers when they were investi- 
gating the properties of certain unsaturated tertiary alcohols and derivatives 
of piperidine. Thalidomide is a derivative of glutamic acid and has the 
following structure :— 


oO 
aes 


SND 


It is a pure white, tasteless, odourless, crystalline substance which is 
sparingly soluble in water and has a melting point of 271°F. (132°C.). 

Kunz and his co-workers (1956) found in animals that increasing doses 
depressed the central nervous system from mild sedation to hypnosis, but 
without initial excitement. Furthermore, doses of more than 5000 mg./kg. 
in mice, and of 65¢ mg./kg. in dogs, produced no toxic effects and the 
animals, although sleeping or sedated, could easily be roused. It has there- 
fore proved impossible to determine a minimum lethal dose. High doses 
did not produce any disturbance in movement coordination, or holding 
reflexes, and there was no depression of respiratory or cardiac function. 

Since 1956 thalidomide has been widely used clinically in Germany, 
mostly on patients who required day-time sedation or a hypnotic at night, 
but also to a limited extent in psychiatric practice, dermatology and for 
preoperative sedation (Esser and Heinzler, 1956; Jung, 1956; Stark, 1956). 
These reports confirmed that thalidomide is a satisfactory sedative and hyp- 
notic with complete absence of toxicity, as was suggested by the animal 
experiments. There was no evidence of initial excitation and the drug seemed 
particularly suitable in older patients and in those suffering, for example, 
from hepatic disorders in which other drugs might be contraindicated. 

We felt that the animal and clinical work in Germany was encouraging 
and it also seemed that in many respects thalidomide had considerable 
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advantages over the existing central nervous system depressants in common 
use, so we undertook a preliminary clinical trial. We set out to discover 
first, the dose of thalidomide required to produce a satisfactory night’s 
sleep in patients in hospital who required a hypnotic; secondly, how thali- 
domide compared with a barbiturate in optimum dosage; thirdly, whether 
thalidomide could provide satisfactory sleep in patients who had found 
barbiturates unsatisfactory. In 

a small group of patients in Wisma airameee 
whom anxiety was a feature, Dose of thalidomide and percentage 
thalidomide was given as a sain, 32 (66%) 
day-time sedative and com- 200 mg. 15 (30%) 
pared with phenobarbitone. oe 2 (4%) 
Total 49 (100%) 




















SCOPE OF TABLE I.—Dose of thalidomide necessary to induce 
INVESTIGATION an optimum night’s sleep. 


Eighty-three patients, male 

and female, from the medical wards of two hospitals took part in the trial. 
They suffered from a variety of medical conditions and no special selec- 
tion was made as regards disease. All at some time required a hypnotic 
at night. 

The first 49 patients were chosen at random and the amount of thali- 
domide required to produce satisfactory sleep was determined. This hyp- 
notic effect was then compared in all cases with 3 grains (0.2 g.) of a bar- 
biturate; pentobarbitone, butobarbitone, quinalbarbitone, or amylobarbi- 
tone sodium. After five to seven days on both thalidomide and their usual 
barbiturate the patients were asked which hypnotic seemed most satisfactory 
and whether there were any side-effects, especially ‘hangover’. In view of 
the difficulty in gauging the effects of a drug when no absolute measure- 
ments are possible, it was felt that some independent observations on the 
patients’ reactions were desirable. In this way it would also be possible to 
see whether the patients’ opinion as to the effectiveness of the drug was 
being coloured by the knowledge that they were receiving what was to them, 
and in fact, a new therapeutic substance. In 12 cases therefore the inde- 
pendent observations of the ward sister, the night nurse and the house 
physician were added to those of the patient. There was good agreement 
and therefore in the remaining 37 cases it was considered that the patients’ 
unchecked observations could be taken. 

In the second group of 34 cases all the patients were selected because 
they had found sleep unsatisfactory with barbiturates. Of these patients, 
25 were taking 3 grains (0.2 g.), seven were taking 4} grains (0.27 g.) and 
two were taking 6 grains (0.4 g.). Thalidomide was substituted, the most 
useful dose determined (usually 100 to 200 mg.) and the patients’ observa- 
tions were recorded as to whether sleep was good, satisfactory or poor. In 
14 patients, observations were again checked with those of the ward sister, 
night nurse and house physician. In addition, a second switch back to a 
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barbiturate was made to test the consistency of the patients’ observations. 

When anxiety was a prominent feature thalidomide was given as a day- 
time sedative and compared with phenobarbitone in order to determine an 
equivalent dose. There were 15 patients in this group. 


RESULTS 
The dose of thalidomide required to produce an optimum night’s sleep in 
the first 49 patients is shown in table I. It will be seen that well over half 
found a single 100-mg. 
tablet sufficient. In 
table II is shown the 
patients’ preference: 
for either thalidomide 
or their usual barbi- 
turate. In other words, 
82 per cent. found 
thalidomide as good 
as, or better than, 





Patient’s opinion Number and percentage 
18 (37%) 
22 (45%) 
7 (14%) 
2 (4%) 


49 (100%) 





Thalidomide > barbiturate 
Thalidomide = barbiturate 
Thalidomide< barbiturate 
Neither effective 





Total 











TaBLe IJ.—Patients’ 
barbiturate. 


preference for thalidomide or a 


their usual barbiturate. 

In the second group of 34 patients, who had already found barbiturates 

unsatisfactory in hypnotic doses, all but two slept better on thalidomide. 
Their comments are classified in table III. 

Although there was good agreement among the various observations by 

the ward sister, night nurse, house physician and those of the patients, four 


out of the- 14 patients who were 





Quality of sleep 
on thalidomide 


Number and 
percentage 





Good 
Satisfactory 
Poor 


23 (68% 
9 (26%) 
2 (6% 





Total 





34 (100% 








changed back on-to a barbi- 
turate from thalidomide now 
found they could sleep well with 
it. This to some extent reduces 
the significance of the general 
improvement on thalidomide, 


although it is possible that the 
five to seven days on thalidomide 
had re-established a better ‘sleep 
thythm’. Of the 15 patients on day-time sedation, 13 found that thalido- 
mide, 50 mg. thrice daily, had an effect similar to phenobarbitone, } grain 
(30 mg.) thrice daily ; two found thalidomide, 25 mg. thrice daily, had an effect 
similar to phenobarbitone, } grain (30 mg.) thrice daily. 

Toxic and side-effects—Five patients out of the 83 complained of ‘hang- 
over’, dizziness being the main component, persisting after their early 
morning ‘tea and wash’. This cleared within thirty to ninety minutes. In one 
patient a morbilliform rash appeared on the arms, face and trunk within a 
few days of starting the drug, but cleared rapidly on its withdrawal. In two 
other patients a similar but fainter rash appeared, on the legs in one and 
on the arms and trunk in the other, again clearing on withdrawal of the 


TaBLe III.—Effectiveness of thalidomide in 
patients who had found barbiturates 
unsatisfactory. 
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drug. Two patients reported dryness of the mouth persisting throughout 
most of the morning and disappearing after the drug was discontinued, 
There was no evidence of initial excitation, prolonged hypnosis or nar- 
cotic effect. 
DISCUSSION 

At the present time when there are so many hypnotic and sedative drugs 
on the market, it might be argued that there is hardly a place for another, 
We felt, however, that thalidomide combined the advantages of many with 
a minimum of corresponding disadvantages. A drug which is tasteless and 
easy to take, gives a satisfactory night’s rest without ‘hangover’ and is non- 
toxic in large overdose, goes a long way towards being the ideal hypnotic. 
The importance of the latter point cannot be overemphasized when one 
considers the high suicide and «ccident rate with other sedative and hypnotic 
preparations. 

From the results of this trial, it will be seen that thalidomide is a satis- 
factory hypnotic, in the majority of cases being at least as effective as 
3 grains (0.2 g.) of a barbiturate. Furthermore, in patients not greatly helped 
by a barbiturate, thalidomide appears to be good or satisfactory in all but 
a few. The dosage in different individuals varies and, although a large 
number of patients will at first find 100 mg. sufficient, it seems likely in 
our experience that about a third will require the dose to be doubled in 
three or four days. Except in two cases it was never necessary to prescribe 
more than 200 mg. Most patients did not receive the drug for longer than 
seven days within the terms of the trial, but patients who subsequently have 
been receiving it for over a month have not acquired tolerance, and increas- 
ing dosage has not been necessary. On the contrary, several patients who 
were allowed to continue thalidomide at home have found they can reduce 
their hospital dose by half. 

Elderly patients tolerate the drug well and the restlessness so often seen 
following the administration of other hypnotic preparations was not en- 
countered except in one instance. Although thalidomide was not prescribed 
for any particular group of diseases, we did note that sufferers from chronic 
respiratory illnesses were greatly helped at night without respiratory de- 
pression. In the past we have found that this type of patient sleeps poorly 
with most hypnotic preparations. Weston (1958), in his clinical observations 
in general practice, found thalidomide useful both as a sedative and a hyp- 
notic in anxiety and mild irritation states at various ages. On the other 
hand, he was not able to relieve insomnia in a patient with endogenous 
depression, and in another with mild schizophrenia. This adds support to 
the work of Kloos who found thalidomide of no value in the treatment of 
psychoses. 

Although we found the side-effects to be slight, Murdoch and Campbell 
(1958) have shown that in nine euthyroid patients doses of 200 mg. or more 
of thalidomide have a mild but definite antithyroid activity as shown by 
diminished thyroid uptake of radio-iodine. Greene and Farran (1958), on 
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the other hand, have found, in their preliminary observations, that the effects 
on the uptake of radio-iodine in thyrotoxic patients using single doses of 
100, 300 and 400 mg. or divided doses of 300 mg. a day for five days, are 
negligible compared with those of carbimazole. From these observations 
they have concluded that the antithyroid effect of thalidomide is of no prac- 
tical importance in clinical medicine. It is also worth mentioning that other 
drugs in common use, such as salicylates (Austen et al., 1958), meprobamate 
and mixtures of meprobamate and benactyzine (Friedell, 1958), have been 
shown to have a thyroid depressant action in radio-iodine studies. In the 
case of meprobamate and benactyzine, Friedell suggests that the reduction 
in the tension state while on these drugs has some secondary effect on the 
demands of the thyroid gland. It is possible that thalidomide also acts in 
this way. For our part we have been unimpressed clinically by the anti- 
thyroid activity of the drug in doses of up to 200 mg. daily, and in one 
case of thyrotoxicosis on 50 mg. six-hourly for fourteen days, the basal 
metabolic rate was not significantly affected. The only troublesome side- 
effects in our series were ‘hangover’ (5 cases), rash (3 cases) and dry mouth 
(2 cases), making a total of 12 per cent. of the cases treated. 

In the small number of patients who took thalidomide by day as a sedative 
it appeared to be fully as effective as phenobarbitone. Most patients found 
50 mg. thrice daily equivalent to phenobarbitone } grain (30 mg.) thrice 
daily. 

SUMMARY 
Thalidomide («-phthalimidoglutarimide; ‘distaval’), a new preparation with 
a depressant effect on the central nervous system, has been assessed to 
determine its value as a hypnotic in man. 

A clinical trial in 83 patients has shown that in doses of 100 to 200 mg. 
it is an effective hypnotic and compares well with 3 grains (0.2 g.) of a 
barbiturate. 

Few side-effects have been encountered. 

Elderly patients tolerate the drug well and in patients with chronic 
respiratory disease, satisfactory sleep without respiratory depression is 
obtained. 


We should like to thank Dr. F. Dudley Hart for his advice at both Westminster 
and St. Stephen’s Hospitals in the organization of the trial and for his helpful 
criticism in the preparation of this paper. Our thanks are also due to the Distillers 
Company (Biochemicals) Limited for the supplies of ‘distaval’ used in the trial. 
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PHENMETRAZINE IN THE 
TREATMENT OF OBESITY 


By DAVID PHEAR, M.D., M.R.C.P. 
Senior Medical Registrar, Central Middlesex Hospital 








PHENMETRAZINE HYDROCHLORIDE (‘preludin’) is a sympathomimetic agent, 
first synthesized by Thoma and Wick (1954). Its chemical formula is tetra- 
hydro-3-methyl-2-phenyl-1 :4-oxazine hydrochloride. 

Clinical trials showed that it curbed appetite and had no serious side- 
effects or toxicity. It has therefore been widely used in combination with 
reducing diets for the treatment of obesity. 

Berneike (1955) treated 120 obese inpatients with a reducing diet and 
phenmetrazine for up to twenty weeks. The average weekly weight loss was 
0.6 to 0.8 kg. Patients receiving phenmetrazine tolerated dietary restrictions 
better and there was less depression. Gelvin et al. (1956), using a double 
blind technique, compared phenmetrazine with inert tablets in 50 patients. 
The average weekly weight loss during phenmetrazine treatment was 0.36 
kg., compared with 0.14 kg. during the control periods. No significant 
changes occurred in blood pressure, pulse rate, hemoglobin or leucocyte 
count, urine or basal metabolic rate. Mertens (1956), in a series of 70 obese 
patients with hypertension or other heart disease, encountered no rise in 
blood pressure or other ill effects. Martel (1957) and Smith (1958) also 
report effective curbing of appetite with minimal side-effects. Scheffler 
(1955) found that phenmetrazine did not affect the blood sugar in 36 obese 
diabetics. 


CLINICAL MATERIAL AND METHOD 

Phenmetrazine has been used in the treatment of 50 obese. outpatients: 
39 women and 11 men, whose ages ranged from 30 to 76 years. The mean 
initial weight was 175 pounds (79.3 kg.). Patients receiving other treatment 
likely to affect body weight, such as cortisone, reserpine or thyroid, were 
excluded. The basis of treatment in all patients was reduction of food intake, 
and they were given either a standard 1000 calorie diet or the more flexible 
Marriott’s diet (Marriott, 1949). In addition, they took phenmetrazine: 
25 mg. on rising and 25 mg. half-an-hour before their midday meal. The 
patients were seen at monthly intervals for encouragement in weight reduc- 
tion. Blood pressure and pulse rate were recorded at each visit. 


RESULTS 
The mean duration of treatment with phenmetrazine was 12.1 weeks 
(S.D.=3.5). All but one patient lost weight. The mean weight loss during 
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treatment was 1.01 pounds (0.46 kg.) a week. Many patients noticed that 
they were less hungry and found dietary restriction easier. 

Three patients discontinued the drug after a few days: two because of 
nausea and one because of anxiety and restlessness. These patients were 
excluded from the trial. In the other 50 patients side-effects were mild. 
Two patients noticed increased sweating, one tremor, one nausea, one 
headache and one difficulty in sleeping. Three patients had had myocardial 
infarctions, and two others had angina. The anginal pain was not aggravated 
by phenmetrazine. Thirteen patients had hypertension. No change in blood 
pressure occurred in this hypertensive group or in the remainder with 
normal blood pressures. Pulse rates were unaffected, even in the two 
patients with auricular fibrillation of ischemic origin. 


DISCUSSION 

Phenmetrazine has minimal side-effects and can be safely prescribed for 
many weeks, even to patients with heart disease. In considering its use in 
obesity it must be remembered that satisfactory weight loss results from 
dietary restriction alone. Thus, a group of obese patients attending the 
dietetic department of this hospital lost, on the average, 1 pound (0.45 kg.) 
a week over the first twelve weeks of treatment. Phenmetrazine does, how- 
ever, often make dieting easier and less depressing. Patients must realize 
that success depends entirely upon reduction of calorie intake. Phen- 
metrazine helps them to achieve this aim. 


SUMMARY 
Fifty obese patients have been treated with a reducing diet and phen- 
metrazine hydrochloride (‘preludin’). 
During a mean treatment period of 12.1 weeks the mean weight loss was 
1.01 pounds (0.46 kg.) a week. 
No serious side-effects were encountered. 
Blood pressures and pulse rates were unaffected. 


I am grateful to Miss E. Murland and to Miss B. White for allowing me to quote 
the results of dietetic treatment. 
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NURSING THE LATE CANCER 
PATIENT AT HOME 


THE FAMILY’S IMPRESSIONS 


By JEAN AITKEN-SWAN, A.M.1.A., A.H.A. 
Christie Hospital and Holt Radium Institute, Manchester 


IN general, cancer is associated in the public mind with advanced disease, 
If the patient does well he and his family may never learn that he was 
successfully treated for cancer; in the later stages the nature of the illness 
is all too obvious. What can be done then represents in the public mind 
what can be done for cancer. Unfortunately at this time of increasing 
anxiety the hospital may have no treatment to offer; the family doctor, it 
is sometimes alleged, ‘doesn’t seem to take the same interest now’; the 
patient’s pain may be inadequately relieved; it may be impossible to get 
him a bed in hospital. A recent inquiry into patients’ delay in seeking 
advice (Aitken-Swan and Paterson, 1955) suggested that an underlying 
lack of confidence in what could be done for the cancer patient derived, 
in part at any rate, from the fate of the patient with advanced disease. 


SCOPE OF INVESTIGATION 

The present inquiry sought to ascertain to what extent the relatives’ account 
of their experience at this time could be a material factor in the spread of 
cancer fears. Did they think that terminal care was adequate? How many 
patients were admitted to hospital or Home? How many wanted to go but 
could not? Was home nursing considered difficult? Were they satisfied with 
the medical care received? Did they stress pain and suffering more than 
anything else? What impression were they left with, or rather, what sort 
of stories were they passing on to others? 

Fears that a home visit paid a month or two after the patient’s death 
would be felt to be an intrusion proved groundless. Many families were 
grateful for the hospital’s continued interest and were glad of an opportunity 
to obtain information themselves. Their readiness to talk and to discuss 
events critically seemed to show they were speaking their minds. No 
systematic random selection was made, but visits were paid to relatives of 
patients who had :— 


(1) Died recently 

(2) Died of cancer and not of intercurrent disease 

(3) Whose address was within reach 

(4) For whom the name of a ‘responsible relative’ (sometimes a friend or landlady) 
was recorded at the same address. 


The group included cancers in 25 sites. Relatives’ stories are summarized 
under five main headings :— 
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(1) Demand for admission to hospital or Home 

(2) Home nursing circumstances 

(3) Impressions of medical care 

(4) Impressions of pain and sedation 

(5) Other impressions 

It was thought that the correct emphasis would be obtained if relatives 
were mainly left to speak of what had seemed to them the important factors 
in the situation. Information has not always been obtained therefore on each 
of the topics in every case. The accounts given by relatives of 200 patients 
of this hospital are analysed, but for simplicity the findings will be presented 
as a percentage (i.e. half the actual number). It should be stressed that the 
situation is that seen through the relatives’ eyes and, it is assumed, as they 
described it to others, and not necessarily the actual medical facts of the 


patient’s illness. 


DEMAND FOR ADMISSION TO HOSPITAL OR HOME 

A Canadian doctor writes: “Too many cancer patients in the past have been 
nursed at home, pitiful specimens that shocked and frightened the entire 
family. I suspect that much of the dread of cancer will be lifted when 
hospitals have room for all cancer patients’. On the other hand many 
patients clearly prefer the security and familiarity of their own homes to 
any institutional care. The question was discussed by all but g per cent. 
of the relatives, and in 62 per cent. of cases they said that the patient had 
wished to remain at home or that they wanted to keep him there. ‘You 
want to do for your own if you possibly can’, expressed a general view. 
This is a high proportion. Some may have said so because they did not 
wish to give the impression that they had failed the patient in any way. 
Most people knew that the alternative to home nursing was the chronic or 
‘dying’ ward of the local hospital and would not entertain the idea. The 
difficulties in which some families found themselves suggest that demand 
might have been higher had more acceptable accommodation been available. 

There was demand for admission in 29 per cent., with about equal 
numbers of men and women patients. In most cases the need for admission 
was apparent, but the need often seemed greater where the patient was a 
woman. Examples included :— 

(1) Disabled husband trying to keep at work, and look after dying wife and two 
young children. 

(2) A long and trying illness, and sister unable to go to hospital about her own 
cancer of the breast because there was no-one else to look after patient. 

(3) Nobody but a landlady to cope and medical care inadequate. 

Apart from need some relatives spoke of the psychological advantages of 
admission :— 

‘I’d gladly have got him into hospital if it had been possible because he would 
have felt something was being done for him. His own doctor was very good but in 
hospital you feel more can be done’, 


Of the 29 per cent. of patients or relatives who wanted admission just 
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under one-half (24 out of 58) were in fact admitted and died there. The 
remainder died at home, the reasons being stated to be :— 

Patient died before arrangements were made or was too ill to move when 
time came 

G.P. discouraged the idea, said he could not get a bed or took no action 

Patient wanted admission to treating hospital only, refused chronic ward and 
died at home 

Patient admitted to hospital but discharged himself 

Patient admitted to hospital but sent home by hospital 


HOME NURSING CIRCUMSTANCES 

In about two-thirds of the cases the relatives gave the impression that 
nursing was no problem, or if there were difficulties they did not emphasize 
them. In the other third relatives spoke of severe strain. ‘We sometimes 
felt we couldn’t go on’, or ‘I felt I would go mad if something wasn’t done’. 
Circumstances contributing to these difficulties were heavy lifting or washing 
if the relative was asthmatic or feeble, other illness in the house, or relatives 
trying to keep at work and sit up during the night. Difficulties were twice 
as likely where the sole relative was a man. In other cases patients were 
mentally confused with a cerebral tumour or cerebral metastases and were 
obstreperous and frightening to manage at home, the female relative was 
elderly or incapable, there were only very young sons or daughters to cope, 
or there were no relatives at all, care depending on a landlady or neighbours. 

An attempt was made to assess the duration of the patient’s terminal 
illness. This was estimated from the time he ceased to be ‘knocking about’ 
according to the relative’s story, and checked with the medical history. 
The median duration was just under two months, and in 20 per cent. of 
cases it was under one month. It is possible that the fear of being a burden 
to their families and also the fear of being sent to a ‘chronic ward’ made the 
patient at home keep going as long as possible. On the other hand there 
were stories of patients at work up to two days before their death, of going 
for a long sight-seeing drive the day befcre death, and of a salesman who 
sold two cars the day on which he died. 

In spite of the difficulties there was no demand for admission to hospital 
in many of these cases. Only 18 of the 62 patients whose relatives described 
these difficult home circumstances were admitted to hospital and died there. 
Great use was made of the district nurses and there was universal praise for 
their work. 


IMPRESSIONS OF MEDICAL CARE 
The chief need of the family at this time is for a good relationship with the 
family doctor. All but 7 per cent. of the relatives spoke of this. Considering 
the difficulties of the task of relieving the patient and giving support to the 
whole family it is a striking finding of this inquiry that in no fewer than 
77 per cent. of cases relatives were satisfied with the medical care received. 
Indeed a third were more than satisfied. 
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‘Pll never be able to thank him enough—he was more like a friend to us than a 
we was only young but he was a smashing doctor’. 

‘She had great faith in him and felt better for whatever medicine he recommended’. 
What relatives particularly liked in a doctor was that he would visit often 
and that he would come when he said he would. Their gratitude was all the 
greater as they fully appreciated that there was really nothing he could do 
and that he was busy. 

In 16 per cent. the relatives’ attitude was unfavourable. The criticisms 
indicate that it was mainly the psychological needs of the situation which 
were neglected. The most frequent complaint was that the doctor would not 
visit, either allegedly ‘not bothering’ or saying there was no point when there 
was nothing he could do. What many relatives wanted from the doctor was 
illustrated by one who said to him that if only he had come and given the 
patient coloured water it would have been better than nothing. In one case 
no one doctor of three in partnership seemed to be fully responsible for the 
patient and none visited. The patient, who had no relatives, died of cancer 
of the pharynx in the care of a landlady who was unable to get him into 
hospital or to get anything done to relieve him. Not surprisingly, the demand 
for hospital care was higher among.those whose attitude to the medical care 
received at home was unfavourable. In most instances the complaints were 
reasonably worded and on a particular point, but their basis in fact is outside 
the scope of this inquiry. In 2 per cent. they appeared to be the expression 
of a general unhappiness and bitterness against everyone who had failed 
to save the patient. 


IMPRESSIONS OF PAIN AND SEDATION 
As has already been stressed, the actual facts of the patient’s illness are not 
the concern of this inquiry. We are concerned here with the relatives’ 
first-hand account of impressions of the patient’s pain, and the importance 
attached to this aspect of the situation. 


In connexion with a survey concerning patients with cancer nursed at home 
(Marie Curie Memorial, 1952) a medical officer of health wrote: ‘My nurses all 
agree . . . that many patients suffer much unnecessary pain and are inadequately 
sedated. They attribute this largely to the patient’s not telling their G.P’s about 
their pain’. A nurse taking part in the same survey said: ‘Coming into contact 
with a great number of cancer cases I feel the greatest single point that can be 
raised is the terrible suffering these patients go through’. 

In a recent survey of public opinion on cancer (Paterson and Aitken- 
Swan, 1954) pain was ranked next to incurability in the fear of cancer among 
respondents who may or may not have had personal experience of anyone 
with this disease. The relatives in the present inquiry have had, of course, 
such personal experience and over a continuous period of time. In their 
view, in almost half the cases—48 per cent.—sedation appeared to be 
adequate or pain did not appear to them a major problem. 

‘I don’t think she had much pain apart from the bad headaches. The doctor left 


tablets but she didn’t often need them’. 
‘It wasn’t so much painful as one would have expected, knowing that people 
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go mad with pain from cancer, don’t they? But I burned 20 packets of pain tablets 
she hadn’t used’. 

‘I asked him every day if he had pain but he said no. He was up watching TV 
two hours before he died’. 


These are typical comments of this group of relatives. Perhaps these 
patients concealed their pain not only from their G.P’s, as suggested, but 
from their families. Some relatives based their opinion on often asking the 
patient if he had pain and they accepted a negative reply. Asked about pills, 
injections and medicines some were not clear and did not know the purpose 
of the different things. It is also possible that people have such exaggerated 
expectations of pain with cancer that anything less is minimized. On the 
other hand, the fear engendered by the worst and undoubtedly tragic cases 
makes it difficult for the general public to accept that cancer is not always 
characterized by severe pain. 

Whatever the reason, almost half the relatives thought that the patient 
had not suffered unduly. A small intermediate group (14 per cent.) may be 
classed as neutral in that no special opinion was vouchsafed. In 18 per cent. 
of cases a qualified statement was made saying that the patient had con- 
siderable pain which was relieved ‘to some extent’ or ‘at the end’. In a 
further 20 per cent. of cases relatives gave distressing descriptions of pain 
and lack of relief, corresponding with popular opinion. In a few cases in 
which the attitude of this group was unfavourable to the family doctor 
it was invariably because of his alleged failure to visit the patient who was 
in severe pain. As might be expected, the demand for hospital care was higher 


among those relatives who stressed the patient’s sufferings than among 
those who did not. 


OTHER IMPRESSIONS 
This description of the relatives’ viewpoint would be incomplete without 
mention of the high praise given by 22 per cent. to the hospitals concerned 
with the patient’s care and treatment, including two ‘chronic wards’, where 
the kindness of the staff was especially appreciated. The comments of 20 
per cent. (including a few of the above) on various aspects of their experiences 
with hospitals ranged from critical comment to bitter complaint. Analysis 
shows that what they were told or not told at hospital accounted for nearly 
half the adverse comment. More specifically (reporting the patient’s re- 
actions) relatives complained of the patient being told the diagnosis, being 
told he had cancer or somehow getting the impression that there was no 
more to be done. Reporting their own reactions, they complained of not 
being told what to expect or being reassured without adequate grounds. 
Perhaps the aggrieved ‘No-one ever told me what was wrong or that she 
wouldn’t get better’ was the relatives’ most frequent plaint. An equal number 
of criticisms concerned treatment. This could be another aspect of the 
alleged lack of communication between hospital doctor and relatives, for 
their complaints were invariably based upon ignorance of the purpose and 
effects of treatment. The wife of a patient who had had a severe reaction 
following treatment felt it her duty to warn others against this treatment when 
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her husband died later. Passed on to others equally ignorant their stories could 
encourage delay. 
CONCLUSION AND SUMMARY 

This inquiry presents the problems of nursing a patient with late cancer 
at home from one point of view only—the family’s. It was assumed that, 
left to talk freely, their description of the circumstances would not be unlike 
the version given to friends and neighbours, and that these are the stories 
of personal experience that contribute to the building up of public opinion 
about cancer. Their impressions in these 200 interviews will be summed up 
by attempting to answer the seven questions asked at the beginning of this 
article. 

Did the family think that ‘terminal care’ was adequate? In all but 
approximately 15 per cent. of cases. 

How many patients were admitted to hospital or a cancer home? Fourteen 
per cent. 

How many wanted to go but could not? Fifteen per cent. 

Was home nursing considered difficult? Many relatives described difficult 
home circumstances and one-third described them as intolerable. 

Were they satisfied with the patient’s medical care at home? Yes, in 77 
per cent. of all cases—a magnificent tribute to general practitioners. 

Did they stress the patient’s pain and suffering more than anything else? 
Nearly half the relatives (48 per cent.) thought the patient had less pain 
than had been expected or considered that he had been adequately relieved. 
In 18 per cent. a qualified statement was made. In 20 per cent. of cases they 
described severe pain unrelieved by any measures taken. 

Finally, what impressions were they left with? ‘The predominant feeling 
was that all that could have been done had been done. The majority of 
the families gave the impression of stability and independence. ‘They did not 
appear to expect much help and were prepared to carry on alone in spite of 
difficult circumstances. Where there was a good relationship with the 
family doctor the difficulties were considerably lessened. His visit, which was 
spoken of with such appreciation by one-third of the relatives, was valued 
for its moral support even more than for the purely medical aid given. 
In 16 per cent. of cases families clearly had not achieved this relationship 
with their doctor. 

The many questions asked about the patient’s illness, and sometimes the 
misconceptions expressed about treatment indicated a need for a better 
system of communication between hospital doctor and relatives. This 
would be welcomed by the relatives. It might also help the cause of public 
education concerning cancer by reducing the amount of misinformation 
spread by them. 
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GENERAL PRACTITIONERS’ FORUM 


PHYSIQUE AND THE INCIDENCE OF 
EMOTIONAL DISEASE 


A Survey in General Practice 


By WILLIAM OLDHAM, M.B., Cu.B. 
Llandeilo, Carmarthenshire 


THIS survey was carried out in a general practice situated in a small town 
serving a rural district in West Wales. 


SCOPE OF INVESTIGATION 
Patients were classified according to their physique, and also according to 
the degree to which emotional factors appeared to play a significant part 
in their illnesses. The period selected for the investigation was the fortnight 
beginning August 12, 1957. This period was chosen because there was no 
epidemic of any infectious disease at that time, and also because all the 
patients seeking advice or treatment were seen only by myself. For the 
purposes of the survey, children under the age of ten years were not recorded. 
Out of 3,368 persons at risk, 287 patients over ten years of age were seen 
during the selected period. Of this number 56 were seen more than once. 
Most of the patients were Welsh, with English, Scots, and Irish forming a 
very small minority. Among the Welsh there was a considerable degree 
of consanguinity. 

METHOD OF CLASSIFICATION 
In the assessment of physique each patient was placed in one of the three 
groups or components of Sheldon’s classification (1940). These groups can 
very briefly be described thus :— 

Endomorphy.—A relative preponderance of soft roundness throughout the body, 
with large digestive viscera and accumulations of fat, and usually presenting large 
trunks and tapering extremities. 

Mesomorphy.—A relative preponderance of muscle, bone, and connective tissue, 
and having heavy hard physique with a rectangular outline. 

Ectomorphy.—A relative preponderance of linearity and fragility, with thin 
muscles and subcutaneous tissue. 

In cases of dysplasia, the patient was grouped according to his dominant 
component. Under the conditions of general practice, no attempt could be 
made to measure or photograph any of the patients, and the classification 
was made from knowledge of the patient’s physique gained during the 
consultation, and from previous examinations over a number of years. 

In addition to this classification, each patient was placed into one of four 
groups, according to the degree to which emotional factors were involved in 
his illness. As in the case of physique, knowledge of the patient gained 
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over a period of years assisted in the grouping. The four groups were 
arbitrarily made up as follows :— 


Group 1.—Illnesses in which there was no apparent degree of emotional involve- 
ment. Accidents. 

Group 2.—IIlnesses probably psychosomatic, or when the patient showed hysterical 
or hypochondriacal traits in connexion with his illness. 

Group 3.—Neuroses. 

Group 4.—Psychoses. 


RESULTS 


Out of the total of 124 males and 163 females seen, there were 89 endo- 
morphs, 86 mesomorphs, and 112 ectomorphs. These were classified as 




















—- Endomorphs Mesomorphs Ectomorphs Mic 
I 45 64 47 156 
(15.6% (22%) (16.4%) 
2 19 17 37, 73 
(7%) (6% (13% 
3 22 4 17 43 
(7.6%) (1.4%) (6%) 
4 3 I 1! 15 
(1.05%) (0.35%) (3.6%) 























(The percentages are of the total number, 287.) 
TaBLeE I.—Correlation of physique and emotional condition in 124 men and 163 women. 


shown in table I. Group 1 included 12 accident cases: four endomorphs, 
six mesomorphs, and two ectomorphs. 

It will be seen that no less than 46 per cent. of the patients had emotional 
factors playing a part in their illness. Only 16 patients, however, made an 
initial complaint of emotional disease (e.g. ‘nerves’, ‘irritability’). The 
others preferred to complain of some physical symptom first, and only 
admitted to emotional difficulties later in the consultation. 

Analysis of the four emotional groups shows significant variations in the 
proportions of the physical groups. In group 1, in which emotional factors 
played no part, there is a marked preponderance of mesomorphs (60 per 
cent.), with endomorphs and ectomorphs in approximately equal proportions. 
In group 2, there is again a significant preponderance, but this time of 
ectomorphs, with 50 per cent. of the illnesses in this group. Mesomorphs 
and endomorphs are approximately equal in number. Group 3 shows the 
mesomorphs in a marked minority. The majority of patients in this emotional 
group was composed of people suffering from anxiety reactions without any 
marked somatic symptoms, and endomorphs (51 per cent. of the group) 
would seem to be more liable to this illness than the thin and often anxious- 
looking ectomorph. In group 4, ectomorphs form a large majority (73 per 
cent.). Most of the persons placed in this group had been inpatients in a 
mental hospital at some time in their lives. 
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SUMMARY 

From this survey it appears that the type of person who frequents the 
surgery most is the scraggy ectomorph. The sturdy muscular mesomorph 
is likely to be a frequent attender with illnesses which have no serious 
emotional component. He also has a higher proportion of injuries than the 
other physical types, probably because he engages in more strenuous work or 
play. The endomorph is likely to be concealing an anxiety state beneath his 
plump soft-skinned exterior. 

The incidence of emotional disease is high, but it must be remembered 
that the survey was carried out during a selected period. There was a very 
small number of infections: cases of the common cold, tonsillitis, influenza, 
and bronchitis were scarce. On the other hand, the hard core of psycho- 
neurotics and persons with hysterical and hypochondriacal tendencies, 
which exists in every general practice, attended the surgery as regularly 
as usual. 
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ORAL PREDNISOLONE IN THE TREATMENT OF 
VARICOSE ULCERS 


By PERCY G. HARRIS, M.D., B.A.O. 
Belfast 


By any standard, varicose ulcers are unpleasant. The appearance of the 
ulcer, the unsightly bandages and their characteristically offensive odour are 
continuous sources of distress and depression to the patient. The com- 
plexities of the condition itself, the refusal or inability of the patients to 
abide by treatment regimes—particularly rest in bed—and the high inci- 
dence of relapse make varicose ulcers frustrating and tedious conditions to 
treat for the physician. In the Ministry of Pensions and National Insurance f 
report for the year 1956, certified sickness absence due to varicose veins 
and phlebitis amounted to 2.75 million days. The 1.19 per cent. of patients 
who suffered from these conditions were responsible for 3.84 per cent. of 
consultations. This is a considerable economical burden to the nation in 
National Insurance benefits, Public Assistance and loss of productivity. 

The present treatment of varicose ulcers is far from satisfactory. Patients 
have often to remain at work, although they appreciate that rest in bed 
would heal their ulcers. Any treatment therefore which helps the healing 
of these ulcers while the patients may remain ambulant or at work, would 
be an advantage. For this reason, coupled with the known value of corti- 
costeroids in this condition, an investigation was carried out of the benefits 
to be achieved by the oral administration of prednisolone in the treatment 
of varicose ulcers. 
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SCOPE OF INVESTIGATION 
Cases were chosen at random from a large number of patients, all of whom 
were ambulant. Alternate patients were allocated to the control and pred- 
nisolone groups. When it became obvious that some of the patients in the 
control group were not healing, they were transferred to the prednisolone 
group, with signal results. 

The first essential in the treatment of varicose ulcers is to aid drainage 
of the affected part. Before the advent of prednisolone, I had carried out 
experiments with Unna’s paste, ‘ichthopaste’, rubber pads and various 
other techniques. The method of bandaging which I have found to give 
the best results, and which was used throughout the trial in both control 
and treated groups, was as follows:— 


A ‘viscopaste’ bandage was applied from the toes to the tibial tubercle. This was 
then covered over with a 2-inch (5 cm.) open-wove bandage. Considerable pressure 
was applied so that when the bandage was removed a week later, the mark of the 
various rounds of bandage was visible. 


All the patients were encouraged to carry on with their normal occupation, 
and not to rest any more than they would normally. 

In the prednisolone group, in addition to bandaging, each patient re- 
ceived prednisolone in the form of ‘deltacortril’, 5-mg. tablets by mouth. 
After some preliminary work the optimum dosage was found to be three 
5-mg. tablets a day. These tablets were given in spaced doses, and the 
patients encouraged to take them with a meal. 


RESULTS 

In the control group, there were originally 12 females and three males 
(average age 53). Of these, one male and three females were transferred to 
the prednisolone group after 8, 5, g and 12 weeks respectively. In the control 
group, the ulcers healed in five patients. The average duration of treatment 
was 11.1 weeks. At present, the ulcer remains unhealed in six after treat- 
ment for periods varying from two to thirteen weeks. 

The prednisolone group consisted, ultimately, of four males (average 
s age 50) and 16 females (average age 51). The ulcers in three males healed 
after 6, 12 and 5 weeks respectively. The latter case had been transferred 
to the control group after eight weeks’ treatment. One man died of coronary 
thrombosis after five weeks’ treatment. Of the females, 15 were success- 
fully cleared. One defaulted after seven weeks’ treatment. The average 
duration of treatment was just over six weeks. Three women transferred 
from the control group responded as follows :— 


Period in Treatment with 
control group prednisolone Healed 
5 weeks 7 weeks Yes 
9 weeks 4 weeks Yes 
12 weeks 4 weeks Yes 


The results with prednisolone may be described as entirely satisfactory. 
Some patients complained of slight gastric disturbance which passed off 
after the treatment had proceeded for several weeks. There was a general 
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sense of wellbeing, and all patients appeared to put great faith in the tablets, 
although at no time was this stressed. One patient developed extrasystoles 
following administration, but these disappeared a week after discontinuance 
of treatment with the tablets. Another patient, the victim of acne rosacea, 
developed small pustules in Montgomery’s follicles on both breasts. These 
resolved on stopping prednisolone, but reappeared on restarting pred- 
nisolone therapy. The acne on the face was greatly improved, but only 
temporarily. The pustules were finally resolved after treatment with oxy- 
tetracycline. 

No failures occurred in the prednisolone group, all the ulcers finally 
healing. In the control group, four cases at least would have been failures 
if they had not been admitted to the prednisolone group. There is still a 
number of controls unhealed under treatment. Some of these may later be 
transferred to prednisolone. 

DISCUSSION 

Topical applications of corticocosteroids have been used extensively in the 
treatment of varicose ulcers; they have been mainly preparations containing 
a combination of hydrocortisone with an antibiotic, such as oxytetracycline, 
as reported by Chesrow et al. (1957) and Downing and Folan (1956). 
Welsh and Ede (1955) included in their series 11 patients with stasis derma- 
titis and eczematization who were treated with hydrocortisone ointment 
alone. Howell (1956) and Mitchell et al. (1955) also reported on the treat- 
ment of stasis eczema with hydrocortisone ointment. 

The effects of cortisone on wound healing have been extensively investi- 
gated in animals and man. Cole et al. (1951), Upton and Coon (1951), 
Ebert and Barclay (1952) and Menkin (1951, 1953) proved that cortisone, 
hydrocortisone and corticotrophin suppress the increase of capillary per- 
meability as induced by leukotoxin and exudin. Similarly, Benjamin and 
Cornbleet (1954) showed that they inhibit the pain and skin-flare of irritant 
injections. 

Granulation tissue formation is inhibited by local application of cortisone. 
A marked increase in the local oxygen consumption follows the injection of 
cortisone into skin pouches of rats inflamed by croton oil (Heim et al., 1955). 
Selye (1953) postulates that corticotrophin, cortisone and hydrocortisone are 
‘antiphlogistic’, suppressing inflammation. Krohn (1953) found hydrocorti- 
sone as effective as systemic or local application of cortisone in prolonging 
the life of skin homografts in rabbits up to three or four times, The develop- 
ment of granulation tissue, the contraction of the wound, and the mitotic 
proliferation of the autografts were slowed down. 

A progressive process of cellular necrosis which extends the ulcer in 
width and depth is initiated by a low-grade inflammatory reaction. It is 
probable that the invading organisms sensitize the ulcer tissue to bacteria 
antigens with subsequent necrotization. The corticosteroids may influence 
this local sensitization reaction. The benefits following treatment with pred- 
nisolone may be derived through these mechanisms. 
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SUMMARY 
In a controlled trial, prednisolone in the form of ‘deltacortril’ was given 
orally,in addition to treatment by bandaging, to 20 patients with varicose ulcer. 

The ulcers of 18 patients in the prednisolone group were healed in an 
average of six weeks, compared with 11 weeks in the control group. 

It would therefore appear that prednisolone, together with a ‘viscopaste’ 
bandage, offers the most successful method of treating gravitational ulcers. 
It offers the great advantage of reasonable success and practicability. 

I would like to thank Dr. W. Williams, of Pfizer Ltd., for making supplies 
of ‘deltacortril’ freely available to me for this trial. 
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A CONGENITAL AMNIOTIC HERNIA WITH THE PLACENTA 
ADHERENT TO THE SAC 


By WILLIAM LOTHIAN, M.B., Cu.B. 
Shoreham, Kent 


THE condition of congenital amniotic hernia is one in which there is non- 
formation of part of the anterior abdominal wall. No skin covers the 
intestinal contents which usually bulge through the neck of the sac. This 
sac, which is transparent, is composed of adherent peritoneum and amnion 
and this is joined to the skin round the almost circular abdominal opening. 
This defect is in the midline and is either superior to the umbilicus or 
involves the supra- and sub-umbilical regions. 

There are over four hundred records of congenital abnormalities of the 
umbilical region. These have been loosely classed as ‘exomphalos’, ‘ompha- 
locele’, and the like, and vary from small herniz into the umbilical cord to 
gross deficiency of the anterior abdominal wall with eventration of the 
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bladder (Burns and Ogryzlo, 1938) and other associated abnormalities, 
Over fifty per cent. of the children born with this condition have other 
defects, of which anencephalus is common. In the remainder, operation 
is often successful if performed within twenty-four hours of birth. The 
chance of success varies inversely with the size of the defect in the abdominal 
wall. The condition occurs with about equal frequency in males and females 


Fic. 1.—Congenital amniotic hernia. 


and does not tend to cause premature birth; the incidence is about once in 
five thousand births. Two or more similarly affected, siblings have been 
reported (Burns and Ogryzlo, 1938; Specht and Shryock, 1943). 
Twenty-six cases have been recorded of children born with ruptured 
amniotic hernia sacs. In them the intestines have been dark green and 
rubbery (Haug et al., 1952), gangrenous (Hendtlass, 1943) or fairly normal 
in appearance (Haillard Miller, 1927). In those with abnormal intestines 
the tear occurred some time before labour, as the result of either feetal 
movements or attempts at version. The case of Haillard Miller, 
which required firm traction, with actual tearing of the sac, for 
birth to be effected, allows the mechanism of this rupture to be visualized. 


CASE RECORD 
The mother was 29 years of age. She had had no recent children’s illnesses and no 
relevant diseases. She had always lived in moderately comfortable middle-class 
conditions and had never had any food fads. Before pregnancy she had felt very 
tired and depressed and had been working as a secretary as well as running her 
home for a period of four months. Her first child, a normal girl, was born in March 
1953. Blood tests showed her to be Group O, Rh. D positive, with a hemoglobin 
of 86 per cent., and a negative Wassermann reaction. Her last menstrual period 
started on July 7, 1955. The expected date of delivery was about April 14, 1956. 
She lost 7 pounds (3 kg.) in weight during the first trimester, due to hyperemesis. 
On March 8, 1956, external version was attempted for a breech presentation but 
was unsuccessful. Labour began on March 10. On the membranes rupturing five 
hours later the liquor showed gross meconium staining and the fcetal heart rate was 
166 a minute. A rather slow second stage followed, with moderate traction being 
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applied to the protruding breech from which meconium was being voided. After 
the birth of the body the placenta and sac had to be pulled out to enable the child’s 
mouth to be reached by the finger. The child was born dead. 

The child was 174 inches (44 cm.) in length. The occipito-frontal head cir- 
cumference was 12} inches (32 cm.). The weight of the child was 4 pounds 154 
ounces (2.25 kg.). The placenta weighed 1 "g ounces (382 g.). The cord was 7} inches 
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Fic. 2.—Family tree, showing familial incidence of cleft 
palate and mental deficiency. 


(18.5 cm.) in length: 14 inches (3.8 cm.) of it was velamentous whilst the remainder 
ran between the adherent peritoneum and amnion of the bulging sac of the amniotic 
hernia. A large circular defect, 3 inches (7.5 cm.) in diameter, was present in 
the supra-umbilical part of the anterior abdominal wall through which the abdominal 
contents were protruding (fig. 1). There was a direct peritoneo-placental attachment 
as the amnion was reflected over this area, which was 4} inches by 2} inches (11.25 
cm. by 6.25 cm.) and ovoid in shape. A small succenturiate lobe of the placenta 
was present. The sex of the child could not be decided by superficial external ex- 
amination. Moderate pressure had to be applied to separate the placenta from the 
peritoneum after dividing the amnion. Small torn blood vessels could be seen macro- 
scopically after this separation. The sac contained nearly all the small intestine and 
liver, whilst the transverse colon and spleen were protruding beyond the neck. 

Post-mortem examination showed the child to be female although there was 
marked hypertrophy of the clitoris. No other abnormalities were found. 


DISCUSSION 
It is generally accepted that the intestinal loop is extruded into the cord 
from the 7 to 17 mm. stage, rotates and is normally returned by the 32 to 
42 mm. stage—i.e. six to ten weeks—and that a congenital amniotic hernia 
is due to its failure to return. Feetal peritonitis, persistence of the omphalo- 
mesenteric duct, prolonged foetal spine concavity, traction on the cord, 
adhesions between the intestines and the umbilical cord, maternal pelvis 
inadequacy, faulty foetal position, pulling on the vitelline duct and arrested 
development of the primitive vertebra and abdominal walls have all been 
suggested as reasons for non-return of the loop. These explanations may be 
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accepted for herniz into the cord but only the last attempts to explain the 
abdominal wall defect. Here, non-formation of the foetal linea alba is prob- 
ably the mechanism involved (Freshman, 1933); the myotonic downgro-vths 
(Wyburn, 1938-39) probably do not fuse with the connective tissue from the 
condensation round the base of the cord. This fusion occurs first in the 
sub-umbilical region. 

It has recently been discovered that genetic information is carried by the 
deoxyribonucleic acid (DNA) of the cell nucleus whilst ribonucleic acid 
(RNA) and protein play some part as well. X-ray diffraction patterns of 
deoxyribonucleoprotein fibres have the same essential pattern and charac- 
teristics as those of intact sperm heads. 

Etiologically it is generally accepted that radiation, and consanguinity, 
and some virus infections play a part in the production of foetal abnormalities, 
Avitaminosis (Woollam and Millen, 1956) and some drugs are also ‘suspect’, 
‘Lay’ opinion will have it that psychological stress and being ‘run down’ 
increase the risk. Whilst per se, any of these factors may cause abnormalities, 
they may be more prone to do so where there is an inherent weakness of the 
deoxyribonucleic acid which is the essential genetic constituent of the cell 
nucleus (Tatum and Gross, 1956). Malformation of the genitals is con- 
sidered to be determined by the action of the sex hormones so that enzymatic 
dysfunction of the pituitary or ovary or testis may be responsible to some 
extent. Multiple or large foetal abnormalities are stated to be caused by 
developmental flaw or arrest in early pregnancy (Wyburn, 1938-39), whilst 
the comparatively minor grades are caused later. If the cause is an abnor- 
mality of the cell nucleus constituents it may have occurred some time before 
impregnation in either of the parents and the type or degree of the defect 
there may decide the foetal malformation. 

The family tree of the present case (fig. 2) shows an above average 
incidence of abnormalities. The mother felt ‘run down’ and depressed and 
was overworked before pregnancy. She may have had some vitamin 
deficiency in early pregnancy from hyperemesis. The fixation of the amniotic 
sac to the placenta probably made version difficult, if not impossible. 
Forcible attempts could have caused rupture of the sac, hemorrhage into the 
amniotic cavity or ante-partum hemorrhage from the placental detachment. 


My thanks are due to Dr. Keith Randall for carrying out the post-mortem 
examination. 
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THE GENERAL PRACTITIONER IN 
THE MIDWIFERY SERVICES 


April 15, 1959 


Professor W. C. W. Nixon (University College Hospital).—Any discussion 
of this subject at the present moment must be correlated with the recently 
published Report of the Cranbrook Committee on the Maternity Services. 
This Committee received evidence from all representative bodies and from 
a good many others besides. It has evidently made an attempt to sift and 
weigh all these opinions and offer what could be a practical working com- 
promise. Obviously its suggestions will not satisfy everybody but at least 
they are a step forward and if implemented with real goodwill would 
represent progress, both as an improvement on the present confusion and 
as a preparation for further progress in the future. 

One fact stands out clearly. It is agreed on all sides that what is lacking in 
the care of our mothers under the present organization is continuity. And 
the only way to achieve this continuity amid the complexities of modern 
life is through good team-work which in turn means good human relations. 
Those most closely associated with the mother who is delivered at home are 
her general practitioner and general practitioner obstetrician (who may be 
the same person) and the midwife, and these must work together. An 
elementary requirement from the doctor is that he should be at least as 
knowledgeable as his partner the midwife. He will not be so if his obstetric 
experience is limited to eight weeks as an undergraduate. Doctors show 
their awareness of this by not employing such a man to look after their own 
wives during pregnancy and labour and it reflects no credit on the British 
Medical Association that it insists that he is safe to look after other men’s 
wives. The practice of good obstetrics as we all know very well needs some 
postgraduate training. The means of acquiring this training is a matter 
for discussion. 

A good general practitioner knows how best to help not only the mother 
but also the midwife. He supports her without in any way preventing her 
from exercising her own special skills. Midwives on their part must abso- 
lutely cease from trying to make a monopoly of normal labour. It is true 
that doctors have often erred, from ignorance on the one hand and from 
high-handedness on the other, and must put their own house in order. But 
the midwife must learn to accept the doctor as a partner, must allow him to 
make his own contribution to the understanding of normal labour. In this 
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way she will most surely demonstrate her achievement of mature profes- 
sional status. 

In a fully cooperative scheme the consultant should contribute his part 
without, of course, in any way disturbing the relationship of the general 
practitioner obstetrician and midwife to their patient. He should make much 
more effort than he has done in the past to foster interchange of information 
and of personnel between hospital and domiciliary practice. 

The Cranbrook Committee suggests that there should be an increase of 
beds available to general practitioner obstetricians. I was impressed by the 
suggestion, of Drs. Sluglett and Walker of Bristol, for a ‘short stay general 
practitioner unit attached to a maternity hospital’ in which the mother’s own 
doctor and midwife would look after her during labour and after her early 
discharge home (I would suggest within twenty-four hours). It has been 
pointed out that there are various administrative difficulties in this scheme 
and I can quite see that this might be so, but they are not beyond the wit of 
man to solve and the scheme has so many advantages that it deserves some 
thought and effort to implement it. 

The local authority still plays a valuable part but it is generally recognized 
that it is unsuitable for a doctor to care for women during pregnancy who 
will never be responsible for them during labour. This applies also to health 
education. Local authority staff have acquired good experience in this, and 
can usefully teach such subjects as hygiene and mothercraft. They should 
not undertake the actual preparation for labour, for, unless this is undertaken 
by the person who will be responsible for the labour (or by someone closely 
associated with that person), the teaching quickly loses its meaning and 
vitality and not only fails to help the mother but can sometimes do harm. 

It has been suggested that, to further simplification and coordination of 
our complex maternity services, special committees should be formed. Little 
as we may welcome the idea of attending yet another committee, it does seem 
that such committees are necessary; never forgetting that it is not elaborate 
plans which make success but basic human relations. 


Dr. Jean M. Mackintosh (University of Birmingham).—The practice of 
midwifery requires special skill and experience which must not only be 
obtained but maintained. Because of pressure of work in the medical 
curriculum it is impossible for the medical student to be taught more than 
the fundamental principles of the subject and he can only receive very 
limited practical experience. It follows therefore that to be competent the 
newly qualified doctor requires postgraduate resident experience in an 
obstetric unit. Even so, if subsequent to this experience he is only res- 
ponsible for a few maternity patients each year, he is unlikely to maintain 
the special skills required. The Cranbrook Committee expressed the opinion 
that to maintain that skill the practitioner should have attended at least 60 
maternity patients over a period of three years. If this standard were applied 
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to ari urban area such as Birmingham, only one-third of the practices would 
undertake sufficient domiciliary midwifery to meet such a requirement. 

If, however, additional general practitioner beds are provided and account 
is taken of those patients booked for hospital, for whom the practitioner 
provides full antenatal care, then it is likely that a larger proportion of 
general practitioners would be eligible for inclusion on the obstetric list. 
Special consideration would have to be given to practitioners working in the 
few special areas where there is an unusually small number of births. 
It is to be hoped that new doctors appointed to these areas will have held a 
postgraduate obstetric appointment and that they should be required to 
attend an approved refresher course at least once every five years. The fees 
received by the general practitioner on the obstetric list should be sub- 
stantial and form a material part of his income. The general practitioner 
obstetrician in his work should be actively associated on the one hand with 
the hospital consultant services and on the other with local authority services 
so that all three branches working together can form a team not only to care 
for the needs of the individual patient but also to plan the maternity services 
for the community as a whole. 


Dr. C. W. Walker (Cambridge).—Recently I asked a pathologist what in 
her view was the place of the general practitioner in the midwifery services. 
Her prompt reply was ‘at the bedside of the woman in labour, of course’. 
Thirty years ago most of the confinements in this country were attended by 
midwives and general practitioners. Today, the majority of women in this 
country are confined in hospitals, attended by midwives under the super- 
vision of consultants. One good reason for the popularity of hospital con- 
finement is safety of the mother. The maternal mortality has been reduced 
to one-tenth of the figure in 1930. The Cranbrook Committee appear to 
agree with this conclusion, but it is impossible to accept their recommenda- 
tion that hospital beds should be provided for 70 per cent. of confinements. 
Surely every general practitioner must so organize his obstetrics that every 
woman who commits herself to his care is at jeast as safe as she would be 
in hospital. Provided that there is proper coordination between general 
practitioner and hospital, it would seem that the pregnant woman who has 
booked her own doctor is not necessarily worse off than if she had booked 
into hospital. Bacteriology, antiseptics and antibiotics are as readily available 
to general practitioners as to the hospital, so that there is no reason why a 
woman should not be as well protected against sepsis in her own home as 
in hospital. 

As no-one can foretell that a particular woman will bleed, hemorrhage is 
the commonest cause of an acute emergency that is found in all domiciliary 
confinements however carefully selected. These are 1 to 2 per cent. according 
to the Royal College of Obstetricians and Gynecologists. It is necessary for 
the general practitioner to be able to do bimanual compression, manual 
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removal of placenta, and put up a drip. He will carry transfusion-giving sets 
with plasma or dextran in his car to every confinement. If necessary he can 
send for the flying squad or consultant. It might be argued that an emergency 
in hospital is more quickly treated, because there is always someone avail- 
able. On the other hand, the general practitioner who attends his own con. 
finements will be on the spot, while the resident houseman may be engaged 
in some other operation. It is possible, but not always convenient, to provide 
the same standards in a woman’s home as in hospital. Primigravidz are 
often a nuisance at home because they tend to have a long first stage, and 
cause mental and physical exhaustion to relatives and doctor, as well as 
to themselves. 

There are many women who feel that a new baby is a family event, and 
that the family should take part in this event and welcome the newcomer 
from the start. It is the duty of the doctor to keep a watchful eye on his 
patient, but to interfere as little as possible, and to learn as much as he can 
about normal labour. There are many unsolved problems about normal 
labour, which the field work of the general practitioners who are keen on 
the subject may help to solve. At the same time the practitioner must keep 
his knowledge and technique up to date, and for this reason I welcome the 
suggestion that there should be more general practitioner beds attached to 
maternity hospitals. No-one who is not really keen should practise mid- 
wifery. This would reduce the number of general practitioner obstetricians 
from 14,000 at present to 6000 or 7000. As a result each one would then 
probably attend between 25 and 35 confinements a year. The Cranbrook 
Committee’s suggested minimum of 20 cases annually is so near the average 
that the number of obstetricians would tend to fall, and there might be a 
dangerous scarcity in many areas. 

Properly done, obstetrics is a physical strain, and time-consuming. Such 
work is suitable for younger men and women. The review every three years, 
however, might exclude young practitioners who, although well qualified 
and keen, had not been able to build up an obstetric practice, and would 
presumably continue to be excluded until they had done another hospital 
job. It might also exclude older practitioners who want to cut down their 
midwifery, but who would be anxious to look after a small number of 
patients. The value of experience in general practitioner obstetrics is difficult 
to assess. The natural way to gain experience in a novel situation or un- 
practised technique, is to ask the help of a colleague general practitioner or 
consultant. The emergencies of midwifery are not so common that obstet- 
ricians can expect to gain experience in them except after years of practice. 
The general practitioner can watch the natural unfolding of the process of 
pregnancy and labour, but be ready to interfere, not only with his own 
resources but with all the resources of obstetric science, to prevent injury 
to mother or child when nature is failing. __ 

If those who are on our obstetric lists are keen on the job, the task, 
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though difficult, is not impossible. I believe my friend is right. The place of 
the general practitioner obstetrician is at the bedside of the woman in labour. 


Miss A. Wood (General Secretary, Royal College of Midwives).—‘We are 
convinced that it is desirable that the midwife should be given every oppor- 
tunity to participate in the maternity care of her patients to the fullest extent 
to which her skill and experience entitles her’. This statement is made in the 
report of the Cranbrook Committee (paragraph 107) and, whilst it appears 
to give the midwife her full share of responsibility, it could be interpreted in 
different ways. The Committee do not say whether they agree or disagree 
with the working party statement that the midwife should be ‘the practi- 
tioner of normal midwifery, the expert in all its aspects’. 

What does the skill and experience of a midwife entitle her to do? During 
her training the midwife has acquired not only the skill to manage a normal 
labour and deliver a woman of her child, but also the many other skills 
which are necessary for the proper care of the mother during the whole of 
her pregnancy, in the post-natal period and also in the management of the 
new-born baby. She is the appropriate person to teach the mother about the 
physiology of labour, the preparations to make for it and the use of analgesic 
apparatus. The teaching of mothercraft is now included in the syllabus of 
the pupil-midwife and midwives can also teach small groups of mothers 
relaxation and antenatal exercises. 

The midwife’s asset of time is of great value to the expectant mother, as 
she can stay with her when labour begins. She can make up her own mind 
about the progress of labour and can decide when pain-relieving drugs should 
be given. The Committee have said that the doctor should be responsible for 
the coordination of maternity care, although he should not invariably under- 
take delivery. It will be very important for the doctors to see that the mid- 
wives do carry their full share of responsibility and are not turned into 
maternity nurses. It is estimated that some 80 per cent. of all deliveries are 
conducted by midwives but, as a result of the Committee’s recommendation 
that a general practitioner obstetrician should be present at the delivery 
whenever possible, this percentage will be much reduced. Midwives fear 
that normal midwifery is clearly passing into the hands of the doctors, and 
doctors can dispel these fears by giving hospital and domiciliary midwives 
as much responsibility as possible. Both doctor and midwife have a great 
deal to contribute to the care of mother and baby during pregnancy, labour, 
and the post-natal period. 

There could be a closer liaison between hospital and domiciliary mid- 
wives, the latter helping in the hospital from time to time if the district was 
slack and the hospital busy. Standard cooperation cards should prove 
extremely useful in ensuring full exchange of information. 





THE SCOTTISH INFLUENCE IN 
CANADIAN MEDICINE 


By H. E. MacDERMOT, M.D., F.R.C.P.(C.) 
Montreal 


THE influence of Scottish medical training in the development of Canadian 
medicine is evident on the most superficial survey. It is to be looked for 
not through direct connexion with any one school, although the Edinburgh 
tradition was predominant, but in the men trained in Scottish medical 
schools who brought their tradition with them to Canada. 


THE EDINBURGH INFLUENCE 

During the latter half of the 18th century Edinburgh was the great medical 
resort of all the Britons beyond the seas, much as Leyden had been half a 
century earlier. In the century following 1765, when the Edinburgh Medical 
Faculty had been in existence for 40 years, 650 students from the Americas 
(including Canada and the West Indies) graduated at Edinburgh; 104 
Canadian-born students had graduated M.D. at Edinburgh by 1867. These 
figures do not include still larger numbers who took a few classes after 
getting a degree elsewhere, or took the licentiateship of the College of Sur- 
geons of Edinburgh. This influence began in Canada at about the time of 
the transfer of Canada to British rule in 1763. Many of the army surgeons 
were of Scottish schools. Several settled in the country. 

This same preponderance of Scottish medical training was evident in the 
American States, up to and even after the establishment of their own medical 
schools from 1765 onwards. Morgan, Shippen, Adam Kuhn, Benjamin 
Rush—the first teachers in the first American medical school (Philadelphia) 
—were all Edinburgh graduates. 

After the War of Independence a certain number of medical men, several 
again with Scottish training, came into Canada, the majority going to the 
Eastern Provinces, although even in Upper Canada (Ontario) the proportion f 
was high. Canniff’s collection of biographies of medical men in Upper 
Canada between 1783 and 1850! shows that of 260 doctors, 70 were gradu- 
ates of Scottish universities, 43 of English, 28 of Irish and 40 of American. 
Incidentally, Malloch? quotes an interesting letter in his Fitzpatrick Lec- 
tures on ‘Medical interchange between the British Isles and America before 
1801’. The letter was written in December 1760, by one, Arthur Lee, of 
an old Virginia family, who had gone to England to study medicine. 


‘Last night I was in company with Mr. Johnson, author of the English Dictionary. 
His outward appearance is droll and uncouth . . . but for this his friends are very 
amply rewarded in the enjoyment of a mind most elegantly polished, enlightened 
and refined . . . an intelligent mind cannot fail of receiving the most agreeable 
information and entertainment in his conversation. . . . 
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‘From this gentleman I learn, that at Cambridge or Oxford, they never permit 
the students to attempt Physic until seven years’ study there has enabled them to 
take a degree of Master of Arts. ‘“Therefore’’, says he, “if you have a large fortune 
and time enough to spare, go to either Cambridge or Oxford. . . . If you would 
choose immediately to enter upon Physic and to attain sufficient knowledge therein 
to carry you through life at a small expense and in a short time, by all means go 
to Edinburgh or Leyden, for the Scotch or foreign education is like a house built 
to last a man’s lifetime only; the English is like a Palace or Fortress intended to 
last for many ages. The first build lightly, the last lay a very strong and firm founda- 
tion before they begin their work ”’.’ 


Mr. Lee, however, made up his mind for himself, and went to Edinburgh 
where he graduated M.D. in 1764. He met Johnson again in 1776, in Mr. 
Dilly’s house, and Boswell says of him:— 


‘Mr. Arthur Lee could not but be very obnoxious to Johnson, for he was not 
only a patriot, but an American’. 


SOME EARLY SETTLERS 

In Canada, the earliest name to be noted for our purposes is that of Adam 
Mabane, born in Edinburgh in 1734, and graduating there. He came to 
Canada as a surgeon’s mate on the staff of General Amherst in 1759. He 
stayed on in Quebec after the fighting and practised there until his appoint- 
ment as a judge. His ability made him useful in the period of civil recon- 
struction, and even after withdrawal from civil practice he was still .asso- 
ciated with military hospitals. Another Edinbugh graduate (1766), a Dr. J. 
Mervyn Nooth, who had been brought out by Lord Dorchester as super- 
intendent of hospitals in Quebec and physician to the army, made an able 
report on the curiously obscure ‘mal de la Baie St. Paul’, a disease which 
spread from a village on the north shore of the St. Lawrence and was 
thought to have been introduced by Scottish troops; it was probably epi- 
demic syphilis in a fresh soil. Nooth published an account of his own case 
of asthma from ‘a leaden shot in the trachea’. 

He had swallowed ‘a large shot about } inch in diameter in the last glass of a 
bottle of wine’, with consequent asthma until he coughed it up two years later, 
obtaining complete relief. 

The first civilian doctor to settle in York (later to become Toronto) was ~ 
Dr. William Warren Baldwin, in 1800. He held an Edinburgh M.D., but 
after a time turned his energies to teaching young boys, and later became 
a prominent lawyer, although returning to his medical work in the war of 
1812 and also serving frequently on medical boards. His house in Toronto 
gave the name to Spadina Avenue in that city. He had dreams of estab- 
lishing a family in Canada with an entailed estate; there was to be always 
a Baldwin of Spadina. But, by the irony of fate his eldest son Robert, who 
eventually became Attorney-General, was to carry through the Dominion 
Parliament abolition of the rights of primogeniture. 

These early medical settlers took part in the efforts to regulate medical 
practice in the country. As was natural, at that time few well-trained prac- 
titioners were available, and quackery flourished. Some of the accounts of 
the irregular practitioners are ludicrous. The so-called ‘eclectics’, for 
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instance, were founded by one S. Thompson, who was said by a friend ‘to 
have begun practice as it were by accident . . . and had nothing to guide 
him but his own experience’. A protest appeared in a Kingston, Ontario, 
paper against charlatans ‘who without one ray of science presume to thrust 
the created into the presence of the Creator’. 

What qualified men there were usually lived in the towns. As already 
noted, they were mostly military surgeons, both retired and otherwise, well 
trained and of good social standing and, as has been indicated, largely from 
Scottish universities. These men gave character to practice and many 
trained under them as apprentices. Their representations in the legislative 
control of practice were all the more effective because in the nature of things 
they were in close touch with, and possessed the confidence of, the legis. 
lators. 

McGILL UNIVERSITY 

The channel through which the Scottish tradition flowed most directly in 
Canada was medical teaching, and the school in which this was first exempli- 
fied was the Medical Faculty of McGill University. The founder of the 
university, James McGill (1744-1813), was himself Scottish, a native of 
Glasgow, who had settled in Montreal in the mid-18th century. In his 
desire to further education generally he left a bequest to found a university 
which should bear his name. In the formation of the Medical Faculty of 
McGill the Scottish influence, and more especially that of Edinburgh, was 
practically complete. The first professor of medicine on its staff was a 
Thomas Fargues, an Edinburgh graduate, who was appointed in 1823. 
Actually, however, the university then existed only on paper, and Fargues’ 
position was purely nominal. It was not until 1828 that the faculty emerged 
from its state of suspended animation, and then it was due to the following 
fortunate conjunction of events. 

In 1823, four medical men had formed a private medical school in Mon- 
treal, the Montreal Medical Institute, which was the first of its kind in the 
country. These men composed the medical staff of the newly built Montreal 
General Hospital (founded in 1819) and carried on the clinical teaching of 
their school in the hospital wards from the very first. In their memorandum 
to the medical board of the hospital, outlining the formation of the school, 
they said :— 

‘The Medical Officers of the Montreal General Hospital having seen the. great 
difficulties which the student of medicine in this country has to encounter before 
he acquires a competent knowledge of his profession . . . and being convinced of 
the advantage that would result from the establishment of a medical school in this 
country, and considering that the Montreal General Hospital affords the student a 
facility of acquiring a practical knowledge of Physic never before enjoyed in these 
Provinces . . . have met to consider the possibility of founding such an institution 
in this city. 

“They are further encouraged to attempt the formation of a medical seminary 
when they reflect that the medical school of Edinburgh, the basis of which they 
would adopt for the present institution, now justly considered the first in Europe 


. . . and the early history of the Royal Infirmary of Edinburgh is not dissimilar to 
that of the Montreal General Hospital’. 
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This school flourished but it was never granted the right to confer 
degrees, since it was not affiliated with any teaching institution. After un- 
successful attempts to obtain a charter the suggestion was made that the 
staff of the school be appointed to McGill University, and this was finally 


Fic. 1.—John Stephenson, M.D. Fic. 2.—Andrew F. Holmes, 
(1797-1842). M.D., LL.D. (1797-1860). 


done in 1828. The arrangement came at a critical time for McGill, which 
so far had been unable to start active work, and was thereby in grave danger 
of losing the founder’s bequest. Now it acquired an active, well-qualified 
faculty of medicine; in the terms of the agreement the members of the 
Montreal Medical Institution were ‘engrafted on the college’ as its medical 
faculty. It was a graft which flourished exceedingly. For many years the 
faculty operated independently of the university, retaining control of its 
own finances until 1905. 

The men associated with this development were strong personalities. 
They were: William Robertson (1784-1844); William Caldwell (1782-1833); 
John Stephenson (1797-1842); A. F. Holmes (1797-1860). ‘The last two held 
Edinburgh M.D. degrees; the other two had had training at Edinburgh. 
To these was soon added G. W. Campbell, a Glasgow graduate who was 
appointed professor of surgery in 1833 and held the chair until 1875. 
Stephenson (fig. 1), of Canadian birth, was educated in Montreal. He seems 
to have been the most active in promoting the original school. His Edin- 
burgh graduation thesis, De velosynthesi, is in the Osler Library. It was a 
description of his own case; he had been operated on by Roux of Paris, 
and apparently was the first instance of the operation. Holmes (fig. 2), also 
educated in Montreal, was a man of wide interests and great mental power. 
His name recurs in the annual award of the Holmes Gold Medal to the 
student at McGill with the highest aggregate of marks in the medical course. 
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Caldwell, a military surgeon, saw service in the Peninsular War. He fought 
a duel in Montreal over some derogatory remarks on the first proposal to 
build the Montreal General Hospital. Robertson, also a military surgeon, 
was a man of very quiet manner, but his high ability was fully recognized, 
He became the first dean of the faculty, and was the only one of the four 
to be given professorial rank. He was regarded as the Nestor of the group, 


OTHER MEDICAL SCHOOLS 

Other medical schools, of course, developed and in all of these there was 
clinical teaching. McGill, however, may claim the longest uninterrupted 
record of bedside teaching in North America. It was this element that 
attracted Osler to McGill from Toronto. The Pennsylvania Hospital had 
had clinical teaching in its wards when the medical department of the 
College of Philadelphia was opened in 1765, but it was interrupted by the 
War of Independence, and was not resumed in the Edinburgh tradition 
until Osler went to Philadelphia in 1884. 

It was not long before other schools of medicine began to appear in Mon- 
treal, and the Scottish element was evident in all of them. The present 
Université de Montréal (now an entirely French school and of much later 
formation) had its roots in L’Ecole de Médecine et de Chirurgie which was 
founded in 1843 by a group, including men of great distinction in Canadian 
medical history: for example, Francis C. T. Arnoldi, the first president of 
the school, who had graduated in Edinburgh in 1827; Francis Badgley in 
1829; William McNider in 1836; Hector Peltier in 1845. This school began 
as a protest against what was said to be a monopoly of teaching and hospital 
appointments by McGill, but later several of its staff received appointments 
at McGill. 

In Quebec City the Incorporated School of Medicine of Quebec was 
formed in 1847; its first president was Joseph Morrin, who had studied at 
Edinburgh; of the original faculty of five, J. A. Sewell was an Edinburgh 
graduate. In Toronto the influence in founding medical schools was mainly 
British, the first school there being formed by John Rolph, in 1824. Rolph 
was notable not only for his teaching capacity, but for his frequent forays 
into political life, which gave a rather spasmodic character to his school for 
some years. Medical teaching in Toronto was carried on by private schools 
for much longer than in Montreal. At Queen’s College in Kingston, On- 
tario, the original medical faculty (1855) had three men trained in Scotland. 
In Nova Scotia, the preponderance of Scottish trained men again becomes 
evident. Of 14 practitioners in Halifax in 1845, 13 had studied in Edinburgh. 
A medical school was proposed by the governors of Dalhousie University 
in 1863, and the medical course was inaugurated in 1867. The dean of the 
medical faculty was W. J. Almon, a Glasgow graduate. 


MEDICAL ORGANIZATION 
Several of the men mentioned also took a leading part in the formation of 
medical societies. The first of these apparently was the Quebec Medical 
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Society, formed in Quebec City in 1826, under the presidency of Dr. 

Morrin. The society was active in the formation of the Canadian Medical 

Association. In 1846, the Montreal Medico-Chirurgical Society began its 

long and illustrious existence under Andrew F. Holmes of McGill, and 
Francis Badgley. 

In 1867 came the formation of the Canadian Medical Association. ‘There 

had been previous attempts at national organization of the profession, but 

the times had not been ripe. 

One of the first and most 

persistent efforts had been 

made in Montreal, and Badg- 

ley was a notable figure in its 

support. He was also the editor 

(with William Sutherland) of 

the Montreal Medical Gazette, 

the first medical journal to 

appear in Montreal (1844). 

Even with the bringing to- 

gether of the Provinces into 

Confederation in 1867 it was 

a notable achievement to form 

a national medical association 

at that time. Medical men 

were few, travel was difficult, 

and the provincial societies 

were absorbed in their own 

affairs. A national body called 

for men of unusual vision and 

Fic. 3.—Sir Charles Tupper (1821-1915). ability. 

Meeting in Quebec City 
in 1867, under the chairmanship of James A. Sewell, an Edinburgh 
graduate, the first president of the Canadian Medical Association was 
Dr. (Sir) Charles Tupper (1821-1915) (fig. 3), a man of extraordinary 
energy and ability. Born in Nova Scotia, he took his M.D. in 
Edinburgh, with a thesis on “The Mechanism and Management of Par- 
turition illustrated by a Report of 116 cases’, indicating a rather unusual 
range of experience in a youth of 22. There can be no doubt of his medical 
ability, but as Osler said of him: ‘He was a politician first and a practitioner 
only when stranded by the exigencies of party’. He was exactly the right 
man to lead the Association in its difficult formative years, and held the 
presidency for three successive years. He took a prominent part in Con- 
federation, and became Premier of the Dominion in 1896. He lived to the 
age of g4, in spite of being warned at the age of 59 that he had Bright’s 
disease. Osler used his case in the paper ‘On the advantages of a Trace of 
Albumen and a Few Tube Casts in the Urine of Men above 50 Years of 





go THE PRACTITIONER 


Age’’. Among the four original vice-presidents of the Association three held 
degrees from Scottish universities: Hector Peltier of Montreal and XR. §, 
Black of Nova Scotia, from Edinburgh; and LeBaron Botsford of New 
Brunswick, from Glasgow. 


LISTERISM 

One advance in medicine which came directly from Scotland to Canad 
was antiseptic surgery. A number of Canadians were pupils under Lister, 
The following note on them 
is taken from the menu card 
of a banquet offered to Lord 
Lister ‘by his former House 
Surgeons, Surgeons, Clerks, 
and Dressers on May 26, 
1879’4. 

‘Dr. Geo. A. Heron, born in 
the Ottawa Valley, was a dresser 
at Glasgow 1863-64; A. E. Mal- 
loch, of Hamilton, Ontario, was 
Lister’s house surgeon at Glas- 
gow in 1868; F. LeMaire Grasett, 
of Toronto, was his clerk in 1871 
and house surgeon in 1874, after 
Lister had returned to Edinburgh; 
a “Harry Russel, Canada’ was 
house surgeon in 1873-74; John 
Stewart of Halifax, N.S., was 
dresser in 1875 and clerk in 1876 
at Edinburgh, senior clerk in 
1877-78 and house surgeon in 
1878 at King’s College Hospital, 
London; E. St. C. Baldwin, of 
Toronto, was house surgeon at 


Edinburgh in 1875-76". Fic. 4.—Sir Thomas Roddick (1846-1923). 
Two men are especially 

associated with the introduction of Lister’s work into Canada: A. E. 
Malloch, of Hamilton, Ontario (M.B., Glasgow, 1867), and (Sir) 
Thomas Roddick (fig. 4), of Montreal (1846-1923). Malloch used the carbolic 
acid method in 1869, and returned to Scotland in 1873 to bring back 
the famous carbolic spray. His work, however, was not publicized, and 
it remained for Roddick, working at the Montreal General Hospital, to 
bring conviction to the majority. His ‘Remarks on Lister’s Antiseptic 
Method as Practised in the Montreal General Hospital (during the two 
years ending September 1879)’ was the first really impressive contribution 
on the subject on this side of the Atlantic. Other men in Montreal had 
grasped the principle of Lister’s work, and Roddick cannot be assigned a 
unique place. But his energy and enthusiasm gave an impetus to the work 
in Canada which no one else could claim. 
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MEDICAL REGISTRATION 

Born in Newfoundland in 1846, even as a boy Roddick had been 
given training in medicine by a Dr. C. H. Renouf, F.R.C.S.Ed., and had 
intended to study in Edinburgh, but on his way to Scotland via Montreal 
was persuaded to enrol at McGill, where he had a brilliant career as a 
student. He eventually rose to the professorship of surgery at McGill, but 
he will be remembered chiefly for his achievement in bringing about uni- 
formity of medical registration throughout Canada. The Canadian Medical 
Association had striven unsuccessfully for many years to introduce this 
much-needed uniformity in legal requirements for practice in the different 
Provinces, but it had never been possible to get the nine Provinces to 
think alike on the matter; it was really a political issue. On election to 
Parliament in 1899 Roddick took the matter up. It was here that he showed 
his real genius. By his patience and imperturbability he was able finally to 
harmonize apparently irreconcilable views, and to persuade men to rise 
above provincialism. But it called for all his patience, and it was not until 
1912 that the Canada Medical Act (the ‘Roddick Bill’) was passed, by which 
a medical register under a Dominion Medical Council was set up, providing 
for a single registration to cover practice throughout the Dominion. 


L’ENVOI 
The title of this article may appear to suggest somewhat vainglorious 
claims! But even if the number alone of Scottish-born and Scottish-trained 
physicians who settled in Canada is considered their preponderance is 


striking. This is still more impressive when one adds the number of those 
who went from Canada to Scotland for their medical training. If the inquiry 
is widened one continues to find the Scottish influence in other fields, and 
always in the direction of stability and sanity. 
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CURRENT THERAPEUTICS 
CXXXIX.—AMGBICIDES 
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DIARRHG@A and dysentery have long been major problems among those 
living in the tropics; during the 1939-45 War many thousands were inva- 
lided with a diagnosis of chronic relapsing amcebic dysentery which con- 
tinues to constitute an important source of ill health among both indigenous 
and expatriate residents in tropical countries. During the 1939-45 War an 
opinion held by many who had treated patients with ameebic dysentery was 
that currently used ameebicides were unsatisfactory and this dissatisfaction 
was reflected in an annotation published in the Lancet (1949) in which 
amoebiasis was described as ‘this stubbornly resistant disease’. Others, how- 
ever, doubted whether the disease was ‘stubbornly resistant’, whether 
perhaps some of the resistant cases might be accounted for by faulty diag- 
nosis and confusion with non-ameebic causes of diarrhoea and the remainder 
by inadequate treatment due to non-availability of standard ameebicides. 
At this time, moreover, assessment of the efficacy of currently used ameebi- 
cides was rendered difficult by the absence of controlled clinical trials of 


these ameebicides and by the paucity of detailed observations regarding 
them. 


Murgatroyd (1947) stated that there was remarkably little precise knowledge and 
agreement on problems relating to the treatment of ameebiasis and at that time most 
opinions rested upon imperfectly controlled impressions rather than upon adequate 
observation, critical analysis and scientific judgment. There were, he pointed out, 
no generally agreed criteria for diagnosis or for test of cure. 


In published reports the method used for assessing cure, the number of 
examinations and the period of observation were seldom stated, so that in 
general it was impossible to compare the results of different courses of treat- 
ment or the responses obtained by a standard course under varying con- 
ditions. This situation led to carefully conducted trials of different amebi- 
cides being carried out at the Hospital for Tropical Diseases, London. A 
further factor which rendered it desirable that trials of this kind should be 
undertaken in Great Britain was the almost complete freedom from the 
possibility of reinfection here so that, if parasites are demonstrable following 
completion of a course of treatment, it may be assumed that it has been 
ineffective. In most countries in the tropics no such assumption can be 
made because of the ever present possibility of reinfection. 


ASSESSMENT OF DIFFERENT AMGBICIDES 
All patients included in these trials (Woodruff, Bell and Schofield, 1956) 
July 1959. Vol. 183 {(92) 





had | 
were 
or dt 
ately 
trop 
cysts 
gani 
rout 
cure 


beer 
but 

bec 
leav 
trial 
this 
bine 


CURRENT THERAPEUTICS 93 


had been abroad and the majority were referred to the hospital because they 
were suffering from alimentary symptoms and had previously had diarrhea 
or dysentery. In all patients a definitive diagnosis had been made immedi- 
ately before admission to the trial, in 10 per cent. Entameba histolytica 
trophozoites were found in the stools and in the remainder E. histolytica 
cysts were present. Except in a small number of cases, in which the or- 
ganism was first found in material obtained through a sigmoidoscope, 
routine microscopy of the stools was used for diagnosis and assessment of 
cure but, in addition, an improved concentration technique (Ridley, 1956) 
has been used for the past four years. Following treatment, patients have 
been requested to attend the hospital at monthly intervals for six months 
but some have been unable to do so for more than one or two months 
because they have had to return overseas. Those who were known to be 
leaving the country immediatelyJafter treatment were excluded from the 
trials. Throughout, variables have been reduced to a minimum and, with 
this object in mind, new drugs have been used alone rather than in com- 
bination with others. 


EMETINE BISMUTH IODIDE (E.B.1.) 
This drug has been used for several decades as the basis of most treatments 
for intestinal ameebiasis. Dobell (1918) reported that 3 grains (0.2 g.) of it 
administered daily for twelve days cured go per cent. of carriers of E. histo- 
lytica, and Manson-Bahr (1941) reported a relapse rate of only 6.1 per cent. 


following a similar course of treatment. Emetine bismuth iodide, however, 
was in very short supply during the last war, after which the antibiotics 
began to compete with it and amidst the enthusiastic initial acclaim with 
which they were greeted for the treatment of ameebic infections, the value 
of E.B.I. began to be overlooked and was later questioned by Anderson 
and his colleagues (1953). It seemed important therefore to assess its 
efficacy under standard conditions. 

A course of it alone in doses of 3 grains (0.2 g.) was administered orally 
nightly for ten nights to 64 patients, among whom the mean number of 
attendances made at monthly intervals after completing treatment was 1.83 
per patient. During the period of observation only one patient relapsed 
(=relapse rate of 1.56 per cent.). 

Emetine bismuth iodide followed by other ameebicides.—During the 1939-45 
War, when E.B.I. was in short supply and poor therapeutic results were 
being obtained in amcebic dysentery, the practice grew up of treating 
patients with many ameebicides. When E.B.I. again became available many 
physicians administered it also along with iodo-oxyquinolines, arsenicals or 
enemas of various kinds, and in several combinations. If a long and com- 
plicated treatment, which is difficult to administer and unpleasant for the 
patient, is of no greater value than a simpler, short one, it is clearly of 
importance that the fact should be known. The efficacy of the various 
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regimes in which E.B.I. was followed by other drugs was therefore com. 
pared with that of E.B.I. alone. To 89 patients a standard course of 3 grains 
(0.2 g.) of E.B.I. was administered daily for ten days and was followed by 
0.6 g. of di-iodohydroxyquinoline (‘diodoquin’) thrice daily for twenty-one 
days. In this series three patients relapsed, giving a relapse rate of 3.4. per 
cent. In 43 patients a similar course of E.B.I. was followed by one of the 
same amount of di-iodohydroxyquinoline given with 4 grains (0.25 g.) of 
carbarsone twice daily for the first ten days on which the di-iodohydroxy- 
quinoline was administered. In this series two patients relapsed, giving a 
relapse rate of 4.7 per cent. 

It is not claimed that the relapses observed in these trials were the only 
relapses to occur; it may well be that if it had been possible for the patients 
to be followed up on more occasions, more relapses would have been de- 
tected but the follow-up period after administration of different drugs was 
comparable and thus enabled their relative efficacy to be assessed. If the 
results obtained with all combinations of E.B.I. are pooled, a relapse rate 
of only 3 per cent. is obtained and, even if this is doubled, the results would 
be much more satisfactory than those obtained with any other ameebicide 
investigated. 

From these trials it-may reasonably be deduced that the amebicidal 
powers of E.B.I. are sufficiently great to render the use of di-iodohydroxy- 
quinolines and of arsenicals superfluous in cases in which a standard course 
of E.B.I. has been administered. The conclusions of earlier workers are 
therefore supported and it may confidently be stated that E.B.I. is an 
exceedingly good drug and that others, if they are to be better than it, 
must be excellent. : 

In this series of 220 patients treated with E.B.I., no clinically detectable 
toxic effects were encountered other than the usual nausea which emetine 
causes. The toxic effects of emetine on the heart have often been greatly 
exaggerated. All these patients were, of course, treated in bed and in hos- 
pital and this is strongly recommended for those undergoing treatment for 
ameebic infections. During the 1939-45 War, however, it was no uncommon 
practice for civilians to receive emetine by injections while attending their 
physician as an outpatient. This practice, although undesirable, is still 
going on and the fact that cardiac complications are so seldom encountered, 
even among those being treated in this way, indicates that the toxic effects 
of emetine on the heart are not great. 


ANTIBIOTICS IN INTESTINAL AMGBIASIS 
Therapeutic agents as powerful as the antibiotics might be expected to be 
of value in ameebic infections and the interest which has attended trials of 
their use has been great but, although laudatory reports were received of 
the earlier antibiotics used in this way, these drugs have later proved to be 
disappointing for this purpose. In general, they act only indirectly on ameebe 
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by sterilizing the bowel of bacteria with which the amebz live in symbiosis. 

Chlortetracycline.—Although many favourable reports on the value of 
chlortetracycline in ameebic dysentery have been published, these have 
mostiy been based only upon the immediate response made by the patient, 
and in few studies have adequate follow-up examinations been carried out. 
Shortly after the introduction of the drug, trials with it were undertaken 
at the Hospital for Tropical Diseases, London, but of six patients treated 
with 2 g. daily for ten days, three relapsed a month after treatment; a result 
which compared so unfavourably with that obtained with E.B.I. that it was 
considered unjustifiable to continue the study of chlortetracycline alone. It 
is now generally agreed that the relapse rate following its use is too high to 
enable it to be valuable in uncomplicated cases of intestinal amebiasis. 

Oxytetracycline—This antibiotic was more effective than chlortetra- 
cycline in patients with intestinal ameebiasis, the relapse rate in a series of 
17 patients being 12 per cent., a rate similar to that found by other workers 
but still much higher than that obtainable with E.B.I. 

Fumagillin—The value of this substance was assessed in 34 patients, 
three of whom were suffering from acute dysentery with E. histolytica tro- 
phozoites in the stool. Of the latter, two failed to respond and among those 
remaining, all of whom had E. histolytica cysts in their stool, there was one 
relapse. The drug had therefore some promise of being of value in non- 
acute intestinal ameebic infections but, unfortunately, its side-effects pre- 
cluded its further use. 

New antibiotics.—Several of the newer antibiotics exhibit anti-ameebic 
activity in vitro but the probability is that this is an indirect action conse- 
quent upon destruction of bacteria with which the amcebz live in symbiosis. 
On the other hand, the possibility of a direct action upon ameebe cannot 
be excluded in all instances, for antibiotics with similar antibacterial activity 
may differ in their toxicity for amoebe and investigations upon these anti- 
biotics are proceeding. 

Antibiotics and secondary bacterial infection of the bowel.—A point con- 
cerning which there was much discussion at the conclusion of the last war 
was the possibility that secondary bacterial infection of the bowel might 
interfere with the action of amebicides and be responsible for the poor 
results which were being obtained in treating amcebic dysentery. It has, 
however, become apparent that, if an effective ameebicide is administered, 
the patient’s condition rapidly improves whereas, if bactericidal agents are 
given, the progress is much less rapid, more uncertain and relapses are 
frequent. From this it appears that it is the amoebae which do the damage 
to the bowel wall and that the intestine is well able to withstand the effects 
of bacteria other than those which are capable themselves of producing 
dysentery. Double infections in which bacillary and ameebic dysentery are 
present are uncommon; for them an appropriate antibacterial sulphonamide 
or antibiotic and an ameebicide should be administered but this constitutes 
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a separate problem and was not the type of secondary infection referred tp 
by the workers who maintained that secondary infection was preventing 
ameebicides from having their full effect. The use of antibiotics to control 
secondary infection in ameebic dysentery has now therefore, in general, 
ceased and, when they are employed, it is for their effect on amcebe them. 
selves rather than with the object of controlling infection so that the 
ameebicide may have better access to the ameebe. 


NEW SYNTHETIC AMGBICIDES 

Several new synthetic amebicides have been produced and tested during 
the past few years. Of these, probably the most promising is ‘entamide’ 
(Boots), to which the approved name of diloxanide has been given. The 
chemical constitution is dichloroacet-4-hydroxy-n-methylanilide. It has 
shown particularly high ameebicidal activity in vitro and in vivo and is vir- 
tually free from toxic effects. Whilst relatively insoluble in water, it is 
rapidly absorbed from the intestine. The blood content reaches detectable 
levels two hours after oral administration and is maintained for approxi- 
mately six hours. There is no evidence of concentration in the liver and it 
is rapidly excreted, mostly in the urine. Trials with it were carried out by 
Woodruff, Bell and Schofield (1956). Of those treated with 12 mg. or more 
per kg. of body weight daily for ten days, only two of 17, i.e. 12 per cent, 
relapsed and no toxic effects of any kind have been noted. 

As diloxanide is absorbed rapidly from the intestine, it was thought that 
a less readily absorbable salt might give rise to higher concentrations of 
drug in the bowel and hence give better results. Accordingly, the less 
soluble benzoate salt was synthesized; this has ameebicidal activity in vitro 
similar to that of diloxanide but it too was found to be absorbed ‘rapidly 
from the intestine and to be excreted more rapidly than diloxanide, although 
more of it than of diloxanide could be found in the feces. Treatment with 
‘entamide’ benzoate was less successful than was treatment with ‘entamide’, 
suggesting that effective concentrations of an ameebicide in the blood are 
rather more important, within limits, than are concentrations in the feces. 
A more soluble compound, ‘entamide’ piperazine sulphate, has been pre- 
pared and preliminary studies indicate that it is more effective than ‘enta- 
mide’ itself. A further salt, ‘entamide’ furoate, has been synthesized; it has 
physical and chemical properties similar to those of ‘entamide’ benzoate, 
being insoluble in water, and it appears to be rather less readily absorbed 
than ‘entamide’. Jn vitro and in vivo, tests have shown that it has an activity 
considerably greater than that of either ‘entamide’ or of ‘entamide’ benzoate 
and preliminary trials with it in man are very promising. 


HEPATIC AMGBIASIS 
It is necessary to state what is meant by hepatic amebiasis and concerning 
this the view is gaining ground that ameebic hepatitis does not occur except 
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in association with acute ameebic dysentery, when it is probably the result 
of amcebe being directly transported from the intestine to the liver by the 

rtal blood. For such hepatitis, treatment with a standard course of E.B.I. 
will bring about a cure, for sufficient emetine is absorbed from the intestine 
for the purpose. Ameebic involvement of the liver, other than in association 
with acute ameebic dysentery, is usually brought about by abscess formation. 
Small abscesses may resolve as the result of medical treatment alone but, 
if marked improvement in the patient’s condition does not occur within 
seven or eight days of starting treatment, the pus should be aspirated. The 
principal drugs of value for amcebic abscess of the liver are emetine and 
chloroquine. Emetine is given to adults in doses of 1 grain (60 mg.) paren- 
terally for ten to twelve days, or 0.1 mg. per kg. of body weight for a similar 
period. Chloroquine is administered in doses of 0.3 g. (base) orally thrice 
daily for two to three days, followed by 0.3 g. (base) daily for twelve to 
fourteen days. When giving these large doses of chloroquine care must be 
taken to examine the eyes and, should any corneal opacity occur or should 
the patient complain of dimness of vision or of seeing haloes around bright 
lights, the chloroquine therapy should be discontinued, for it has been 
shown that after large dosages chloroquine may be deposited in the cornea. 
Fortunately, such deposits rapidly reabsorb when the therapy is discon- 
tinued. Emetine is rather more rapid in action than chloroquine but there 
is otherwise little to choose between the two drugs for treatment of hepatic 
amcebic abscesses. 


CONCLUSION 

In conclusion, it may be stated that no drug at present available is superior 
to emetine bismuth iodide for the eradication of intestinal amcebiasis and a 
single standard course of treatment with it will cure at least 95 per cent. 
of cases. The standard course of E.B.I. consists of 3 grains (0.2 g.) 
administered orally daily for ten days. If the patient has acute diarrhoea 
with trophozoites of EF. histolytica in the stool, then this course should 
be preceded by one of emetine hydrochloride administered parenterally in 
doses of 1 grain (60 mg.) for two to three days, which will rapidly bring 
about improvement in the. dysenteric symptoms. E.B.I., however, is being 
increasingly challenged by the synthetic ameebicides of which diloxanide 
(‘entamide’) appears at the present time to combine optimal efficacy with 
absence of toxicity. It, one of its salts, or other similar synthetic amebicide 
may well prove to be ideal for the outpatient treatment of the large numbers 
of persons in the tropics, and particularly food handlers, who have an ali- 
mentary infection with Entameba histolytica but who are free from all symp- 
toms of disease. For the treatment of ameebic abscesses of the liver, emetine 
and chloroquine are of almost equal value, although emetine acts more 
quickly than chloroquine, but neither replaces therapeutic aspiration for 
large abscesses. 
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The question why intestinal amcebiasis was considered to be so difficult 
to cure during the 1939-45 War becomes one of special interest in view of 
the good results obtained with currently used courses of ameebicides. Two 
main reasons may be given. In the first place, E.B.I. during war years was 
virtually impossible to obtain. In south-east Asia, where there was more 
ameebic infection than in any other area, E.B.1. was only available, even on 
‘V.J.’ day, in amounts inadequate to treat more than a small proportion of 
patients, and emetine hydrochloride administered parenterally was the 
standard drug used. This, as has been shown by Payne (1945), brings about 
cure in only 33 per cent. of cases, although it rapidly relieves acute symp- 
toms in ameebic dysentery. Yet many confused emetine with E.B.I. and 
gained the erroneous impression that the latter was as ineffective as the 
former. Secondly, although the treatment of intestinal amcebiasis—given 
the proper drugs—is a relatively simple matter, the diagnosis is difficult. 
There are six different amcebe encountered in the intestine of man, only 
one is pathogenic and even it has a non-pathogenic sub-race (the small race 
of E. histolytica). In addition, a wide variety of objects may be mistaken for 
amoebze or their cysts, commonest among which are macrophage cells. 
Clinically, ulcerative colitis, sprue, chronic bacillary dysentery, many other 
diarrhceas and, commonest of all, alimentary neuroses may be confused with 
intestinal ameebiasis. The failure of a therapeutic response following ad- 
ministration of emetine to patients with these diseases often caused con- 
fusion during the last war and led to the conclusion that ameebic dysentery 
is ‘stubbornly resistant’. 

Adequate skilled laboratory backing can seldom be so essential in diag- 
nosis as it is in intestinal amcebiasis. Before the days of antibiotics and syn- 
thetic drugs, it used to be taught that the first principle of treatment is 
accurate diagnosis, the second principle of treatment is accurate diagnosis 
and the third principle of treatment is accurate diagnosis. Perhaps the most 
important lesson to be learnt from the confusions regarding intestinal 
ameebiasis of the last few years is that, if these newer remedies are to play 
their full part in facilitating progress, if misconceptions concerning them 
and the nature of the diseases they are used for are to be avoided, then this 
older teaching must be kept continually to the fore. 
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PRACTICAL DIETETICS 


VII.—_DIETS FOR PEPTIC ULCER 


By E. E. RICHARDS, S.R.N., S.C.M., Dietoma 1n DIeTeTICs 
Department of Dietetics, Queen Elizabeth Hospital, Birmingham 


Tue object of the dietary treatment for peptic ulcer is to provide all the 
foods necessary to restore and maintain the body in a state of good nutrition 
in a form which will enable the duodenal or gastric ulcer to heal. 


THE PRINCIPLES 
The principles to be observed are:— 

(i) Frequent regular meals, and between-meal snacks or feeds. These may 
be at one-hourly intervals in the early stages of treatment and 2- to 24- 
hourly in the later stages. 

(ii) The meals should consist of well-cooked easily digested foods which 
are free from:— 

(a) Chemical irritants such as spices, curry, pepper, highly seasoned 
soup or meat extracts; strong tea, coffee or alcohol. 

(b) Mechanically irritating foods such as vegetable or fruit skins, 
coarse fibres in vegetables, raw vegetables or fruits. Foods swallowed 
in large pieces, not well chewed. 

(c) Foods which are too hot or too cold. 

(iii) The diet must contain adequate carbohydrate, protein, fat, calories 
and vitamins, to meet normal requirements. 

The regime outlined here consists of three diets :— 

(1) Taken at hourly intervals and through the night if awake. 

(2) Taken at 2-hourly intervals. Small meals are taken at breakfast, dinner, 
tea and supper with between-meal snacks or feeds. 

(3) Taken at 2- to 2}-hourly intervals. Meals are taken at breakfast, dinner, 
tea and supper with between-meal snacks or feeds. The meals can be 
chosen from a wide variety of foods provided the principle of regular 
feeding is strictly observed. This type of diet can often be used throughout 
treatment; the patients are much happier and more contented if they can 
choose food they enjoy eating, than if given a diet with a very limited 
selection. 


DIET I: HOURLY FEEDS 


Daily allowances:— 
Milk: 4 pints (2.3 litres) 
Eggs: 2 
Sugar: 8 teaspoonsful 
Butter: 1 or 2 teaspoonsful 
1 cup of vegetable purée 
Juice of two oranges 
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Benger’s Food, Robinson’s Groats or fine semolina, ground rice or arrowroot, 
‘Farola’ 

Flavourings such as Bourn-Vita, Horlicks, cocoa, Milo food, drinking chocolate 
or weak tea 

5 ounces (1 teacup) of fluid should be taken every hour 


7 am.: Milk with weak tea 
8 a.m.: 1 cup of milk (Bourn-Vita, Horlicks or other flavouring) 
9 a.m.: Benger’s food or patent groats or Complan 
10 a.m.: Milk (Bourn-Vita, Horlicks or other flavouring) 
II a.m.: Milk with egg as egg flip 
12 noon: Milk (Bourn-Vita, Horlicks or other flavouring) 
12.30 p.m.: Home-made milky vegetable soup 
2 p.m.: Milk (Bourn-Vita, Horlicks or other flavouring) 
3 p.m.: Benger’s food or fine cereal 
4 p.m.: Milk (Bourn-Vita, Horlicks or other flavouring) 
5 p.m.: Milk with weak tea 
6 p.m.: Home-made vegetable soup 
7 p.m.: Milk (Bourn-Vita, Horlicks or other flavouring) 
8 p.m.: Milk with egg as egg flip or pouring custard 
9 p.m.: Milk with Horlicks, Bourn-Vita, etc. 
10 p.m.: Milk (Bourn-Vita, Horlicks or other flavouring) 


General instructions for patients on Diet 1:— 


A thermos flask containing warm milk or flavoured milk should be kept 
by the bedside at night for the patient to take a feed if awake. 

8 teaspoonsful of sugar should be added to the feeds. 

I or 2 teaspoonsful of butter should be used in the soup or added to the 
Benger’s food or cereal feeds. 

The juice of two oranges with water should be taken during the twenty- 
four hours. 

When the patient is free from pain 1 or 2 rusks may be added to the 
8 a.m., 12 noon and 4 p.m. feeds, and the eggs may be lightly boiled or 
scrambled and taken with bread and butter instead of an egg flip. 


DIET 2: MEALS AND FEEDS AT TWO-HOURLY INTERVALS 
Daily allowances: 


The juice of two oranges with water daily 
Milk: 2 to 2} pints (570 to 850 ml.) 
Eggs: 1 to 2 

Sugar: As much as desired 


On rising: Cup of weak milky tea 


8 a.m.: Milky tea 
Small helping of cornflakes or porridge made with rolled oats and 
very well cooked, with milk and sugar 
I egg, poached, scrambled or lightly boiled 
1 or 2 slices of very thin crustless bread and butter, or crisp toast, 
buttered cold 
Seedless jam, jelly marmalade, honey or golden syrup 


10 a.m.: Cup of milk flavoured with Bourn-Vita, Horlicks, Ovaltine, etc., 
Benger’s food or Complan 
I or 2 rusks or cream crackers with butter, or 1 or 2 biscuits such as 
Marie or Osborne 
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1z noon: Small helping of steamed white fish, chicken, minced beef, lamb, 
tripe, sweetbreads or brains steamed and served with white sauce 
or eggs, scrambled or as souffié or omelette 
Small helping of well-creamed or mashed potatoes 
Small helping of root vegetables well cooked, mashed or creamed 
Cup of milk pudding, egg custard, milk jelly cream, or cornflour 
mould, or fruit cooked and served and made into a fool with custard 

2 p.m.: Cup of milk flavoured as at 10 a.m. 

4 p.m.: Milky tea : 

Very thin crustless bread and butter 
Jelly, seedless jam or honey 
Light sponge cake or Madeira cake (home-made, if possible) 

6 p.m.: Cream of vegetable soup if liked (see recipe), or fish or meat as 
at mid-day, or eggs scrambled, poached or lightly boiled, or soft 
cream cheese 
Small helping of creamed potatoes or 1 or 2 slices of thin crustless 
bread and butter, or crisp toast, buttered cold 
1 cup of milk pudding, egg custard or jelly and cream 

8 p.m.: Cup of milk flavoured as at 10 a.m. 

10 p.m.: Milk flavoured as desired, or Benger’s food, or Complan 
I or 2 cream crackers with butter, or rusks and butter or thin crust- 
less bread and butter 


Foods to be avoided:— 
Strong tea or coffee, very hot drinks, very cold drinks 
Fried or toughly cooked eggs 
Tough or outside slices of meat; stewed meat 
Made-up dishes containing much seasoning 
Sausages; pork or meat pies 
Sait meats; curried or pickled meats; fried meats or high game 
Fried fish, shell fish; salt or smoked fish, such as kippers 
Outside hard pieces of cheese; the outer skin of cooked cheese dishes 
Roast, fried or chipped potatoes; new potatoes 
Dried peas or beans, parsnips, onions, leeks, celery, cucumber, radishes or 
coarse salads 
Pickles of all kinds 
Any tough or coarse vegetables; vegetables cooked in fat 
Pips, skins, seeds, undercooked or unripe fruit 
Dried currants, raisins, sultanas; mixed peel 
Raw apples and pears, plums and other uncooked fruits. 
Bottled fruit juice will not take the place of fresh fruit juice or blackcurrant syrup 
Pastry, suet pudding or pancakes; any pudding containing dried fruit or nuts 
Buns, doughnuts, fruit or nut cakes; rich cakes; cakes containing synthetic cream 
Coarse wholemeal biscuits 
New bread, fried bread, hot rolls, hot buttered toast; coarse wholemeal bread 
Porridge made from coarse oatmeal 
Jam, marmalade with seeds or skin 
Mustard, pepper, vinegar, bottled sauces of all kinds 
Canned soups; strong meat soups and meat extracts 


General instructions for patients on Diets 2 and 3:— 

Take regular frequent meals and feeds. Do not allow more than 2 to 2} 
hours between meals or feeds. It is essential to observe this rule strictly 
if the treatment is to be successful. 

Avoid tough and indigestible foods—especially any you know to upset 
you personally. 
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Eat your food slowly. Chew thoroughly. Do not smoke at all or, if you 
must, not on an empty stomach. 


Do not take alcohol unless allowed by your doctor. 


Rest a short time before and after meals; allow sufficient time to eat 
your meals; be as relaxed in body and mind as possible. Get as much rest 
as you can and go to bed early. 

Avoid worry as much as possible. 

Take special care if you have influenza, or a cold or chill. Take very 
light meals or go back to the hourly fluid diet until you are better. 

Do not take medicine in tablet form. 


If you are unable to get a meal or snack, you may eat some milk or plain 
chocolate or boiled sweets. 


Milk: 


Eggs: 


Meat and 
poultry: 


Fish: 


Cheese: 


Vegetables: 


DIET 3 

ALLOWED 
Plain or flavoured with weak tea or coffee, 
Ovaltine, Bourn-Vita, Milo food, drinking 
chocolate, cocoa 
Thickened with Benger’s food, cornflour, 
Complan, Farola, arrowroot, cream of 
wheat, etc. 
Made into vegetable soups 
Made into milk puddings, custard and 
jellies 
Evaporated milk 
Boiled, scrambled, poached, as omelette 
or souffié. As egg flip when mixed with 
milk or fresh orange juice and sugar 
Made into jelly, custard, light sponge pud- 
ding or cakes 


Minced meat, chicken, rabbit, calves’ or 
lambs’ liver. Brains, tripe, calves’ head, 
sweetbread 

Slices of tender roast lamb, beef, veal, 
chicken or turkey 

Boiled mutton or lamb 

Lightly grilled or steamed lamb cutlets 
Boiled ham and tongue 

Lightly grilled bacon. Luncheon meat 


White fish such as cod, sole, plaice, hake, 
haddock, soft herring roes 

Herrings with all bone and skins removed 
Tinned or fresh salmon, pilchards or sar- 
dines, all bones removed 


Cream cheese, grated cheese, cheese 


cooked with spaghetti or macaroni, or as 
cheese pudding or cauliflower cheese 
Potatoes: Creamed, mashed, baked in 
jackets, skins removed and pulp eaten with 
butter 

Carrots, swedes, spinach, well cooked and 
mashed or put through wire sieve 


AVOID 
Strong tea or coffee 
Very hot drinks 
Very cold drinks 


Fried or toughly cooked 
eggs 


Tough or outside slices 
of meat; stewed meat. 
Made up dishes con- 
taining much _ season- 
ing 

Sausages, pork or meat 
pies 

Salt meats, curried or 


pickled meats; fried 
meats 
High game 


Fried fish; shell fish; 
salt or smoked fish, 
such as kippers 


Outside hard pieces of 
cheese; the outer skin 
of cooked cheese dishes 
Roast, fried or chipped 
potatoes, new potatoes 
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Vegetables 
(continued) 


Fruits: 


Puddings: 


Cakes and 
biscuits: 


Bread: 


Cereals: 


Fats: 
Miscellaneous: 








Tomatoes, stewed and skin removed, also 
seeds; tomato pulp, fresh ripe tomatoes 
with soft pulp, all skins and seeds removed 
Green vegetables such as spring cabbage, 
all stalks removed: green part of leaves 
chopped very fine or put through strainer ; 
cauliflower, flower only, remove stalks 
Asparagus tips 

Young green peas, only if put through 
wire sieve to remove skins 

Inner leaves of tender lettuce, finely 
chopped 

Apples, stewed and mashed into pulp or 
sieved; baked with skins removed, pulp 
only eaten 

Apricots, stewed with skins removed and 
mashed or sieved to pulp 

Canned pears, peaches, apricots, without 
skins. Sieved or whole when tolerated 
Dried prunes, stewed and sieved 

Fruit juices, fresh, such as orange, grape- 
fruit or bottled blackcurrant or rose hip 
syrup 

Milk pudding, egg custard, blancmange; 
milk jellies, other jellies, fruit mousse 

Ice cream, sieved fruit and custard or as 
fruit fool 

Sponge pudding, queen of puddings; 
meringues, trifles, creams, junket; Eve’s 
pudding made with sieved apple 

Bread and butter pudding, using fruit jelly 
instead of dried fruit 

Baked apples, pulp only 

Light sponge cakes, Madeira cakes, fairy 
cakes 

Sweet biscuits, such as Osborne, Petit 
Beurre, Marie, Nice, cream crackers, water 
biscuits, butter puffs 


National or white or Hovis 
Crisp toast (cold and buttered) 
Bread should be at least 24 hours old 


Porridge made from rolled quick-cooking 
oats (well cooked) 

Cornflakes, Rice Krispies, Weetabix, Post 
Toasties 

Rice, sago, tapioca, macaroni, spaghetti 
Butter, margarine, olive oil, fresh cream 
Jelly, seedless jam, jelly marmalade, honey, 
syrup, sugar, chocolate, milk or plain 
Boiled sweets 

Salt; white sauce, egg sauce, parsley sauce, 
tomato purée 

Home-made milk and vegetable soups; 
gravy 

Redcurrant, mint, or cranberry jelly, as 
accompaniment to meat 
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Dried peas; beans, par- 


snips, onions, leeks, 
celery 
Cucumber, radishes, 


coarse salads 

Pickles of all kinds 
Tough or coarse vege- 
tables; vegetables 
cooked in fat 

Pips, skins, seeds 
Undercooked or unripe 
fruit 

Dried currants, raisins, 
sultanas, mixed peel. 
Raw apples and pears, 
etc. 

Bottled fruit juice will 
not take the place of 
fresh fruit juice or 
blackcurrant syrup 
Pastry, suet pudding, 
pancakes 

Any pudding contain- 
ing dried fruit or nuts 


Buns, doughnuts, fruit 
nut cakes 

Rich cakes and those 
containing synthetic 
cream 

Coarse wholemeal bis- 
cuits 

New bread, fried bread, 
hot rolls, hot buttered 
toast, coarse wholemeal 
bread 

Porridge made from 
coarse oatmeal 


Any other fats 

Jam or marmalade with 
seeds or skin 

Mustard, pepper, vine- 
gar, bottled sauces of 
all kinds 

Canned soups 
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Sandwich 
fillings: 






Breakfast: 













































Mid-morning: 


Mid-day: 


Tea: 


Supper: 


Breakfast: 


Mid-morning: 


Mid-day: 


Tea: 


Supper: 


General instructions for patients on Diet 3 are given at the end of Diet 2. 
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Cream cheese, grated cheese; scrambled 
egg; ham, tongue; salmon, pilchards or 
sardines free from bones; tender lamb, 
chicken 


SAMPLE MENUS FOR DIET 3 
Weak tea—with milk and sugar 

1 cup of cereal or porridge made with rolled oats; milk and sugar 
I or 2 slices of lightly cooked bacon, grilled not fried 

Crustless bread with butter, or thin crisp dry toast and butter 
Jelly marmalade, sieved jam; or honey or golden syrup 


Cup of milk, Ovaltine, Horlicks or Benger’s food, 2 to 3 cream 
crackers, butter, or thin crustless bread and butter or sponge cake 


An average portion of roast lamb; redcurrant or mint jelly; gravy 
Cauliflower (free from stalk) and white sauce 

Creamed potatoes 

Two or three halves of canned pears with cream or custard or milk 
pudding 

Glass of milk or cup of tea made with milk 


Thin crustless bread and butter 
Sieved jam, or honey 
Light sponge cakes or plain Madeira cake 


Home-made cream of vegetable soup (see recipe) 

Sandwiches of thin, crustless bread and butter, grated or creamed 
cheese, scrambled egg, ham, tongue, chicken or tender roast meat 
Egg custard and golden syrup 


During the day: Juice of two oranges in water 
During evening and last thing at night: Cup of milk flavoured with Horlicks or other 
flavouring, plain sweet biscuits 


Weak tea with milk and sugar 

Cereal or porridge with milk and sugar 

1 egg, poached, boiled or scrambled 

Thin crustless bread and butter, or crisp dry toast and butter 
Jelly marmalade, honey or syrup 


Milk with Bourn-Vita or other flavouring 
2 or 3 cream crackers or thin bread and butter, or sponge cake 


Minced beef (fresh meat) 

Creamed potatoes, well-cooked and mashed carrots 
Queen of puddings or fruit fool with cream 

Glass of milk or milky tea or coffee, very weak 


Thin, crustless bread and butter 
Seedless jam, or honey 
Sponge cakes or plain Madeira cake 


Grilled white fish with egg sauce 

Creamed potatoes; grilled tomato (remove skin and pips) 
Chocolate creams or raspberry mint jelly 

Cup of milky tea or coffee, very weak 


During the day: Juice of two oranges in water 


During evening and last thing at night: Cup of milk flavoured with Bourn-Vita or 
other flavouring; plain sweet biscuits 
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RECIPES 


Vegetable soup:— 
1 teaspoonful of butter or margarine 
1 teaspoonful of flour 
} cup well-cooked vegetable such as carrots or potato 
$ cup milk 

Method:— 
Pass vegetables through a wire sieve to form a purée. Melt the butter in a sauce- 
pan. Mix in flour. Add small grating of salt to taste. Add milk and vegetable 
purée. Cook until done. A little fresh cream will improve the soup. 

Tomato soup:— 
}cup of canned or fresh tomatoes, stewed. Pass through wire sieve to remove all 
seeds and skin. Make a thin white sauce with a teaspoonful of flour and a tea- 
spoonful of butter. Add tomato purée to sauce and beat—a little cream will 
improve the soup. 





REVISION CORNER 
SNAKE BITE IN BRITAIN 


SNAKE bite in Britain does not present a very serious problem for we have 
only one indigenous poisonous snake, the adder or viper, (Vipera berus). 
C, W. Walker, writing in 1945, said there had been only seven deaths from 
adder bite in England and Wales in the previous fifty years. The last two 
fatal cases occurred in 1941. In a death following adder bite in 1957 the 
cause was attributed, not to the bite, but to the reaction to antivenom 
serum. Non-fatal adder bites must be much more common for about 400 
requests a year are made for antivenene serum. Even so, only a few 
doctors have experience of adder bites and what follows has been gleaned 
from the scanty published accounts and from conversations with victims 
(who included one doctor). 
THE ADDER 

The adder is common in most parts of Great Britain, and particularly in 
Scotland, the New Forest and Dartmoor. It is not found in Ireland and 
seems to be unknown in the Isle of Man and the Channel Islands. It is a 
shy, mostly nocturnal, animal, and not often seen except sometimes on 
sunny days in summer. Its length rarely exceeds 20 inches (50 cm.), and 
a large snake over 30 inches (75 cm.) long in Britain is almost certainly a 
harmless grass snake. The colour varies from reddish brown to black. 
There is a dark V on the head and a thick dark zig-zag stripe down the back 
(fig. 1). Sometimes the pattern is more like a chain of diamond shapes 
with occasional gaps. The head of an adder is flat and wider than the neck 
so that it looks rather like an arrow head. The fangs of a snake are really 
long tubular modified teeth, so they are shed periodically like the palatine 





106 THE PRACTITIONER 


and mandibular teeth. In viperine snakes, such as the adder, they are not 
fixed in position, but are hinged near the front of the upper jaw. With 
the mouth closed the fangs are folded back along the jaw. When the adder 
strikes the fangs are turned forwards so that they stand out at right angles 


Fic. 1.—The adder or viper (Vipera berus). Note the ‘poison label’—the black zig-zag 
marking down the back. 


to the jaw (fig. 2). It may be added for the benefit of those who have forgotten 
their zoology that the forked tongue which a snake can be seen to protrude 
is not a weapon but a sense organ with which the snake investigates food and 
other objects. 

If the victim of a supposed adder bite says he saw the snake thrashing 
about he has probably only been frightened by a grass snake. This animal 
is longer and more quickly moving than an adder. When irritated it twists 
about and darts its head at all angles. An adder, on the other hand, is a 
more sluggish animal and moves slowly except when striking its prey. 
When alerted it coils itself up with its head raised and remains motionless 
until the victim or enemy comes within range. Then it strikes with its jaws 
open and fangs erect. These differences were well expressed by Byron :— 


‘Man spurns the worm, but pauses ere he wake 

The slumbering venom of the folded snake: 

The first may turn—but not avenge the blow; 

The last expires—but leaves no living foe’.—(The Corsair. Can. I, XI). 


CLINICAL FEATURES OF ADDER BITES 
As the adder only strikes when disturbed, bites generally occur on the fingers 
and less often on the feet. The effects are local and general and vary mainly 
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with the age of the victim and also with the amount of poison injected. 
Sometimes only one fang strikes home so there may be only one instead of 
two fang marks. Following an adder bite there is always marked cedema 
and some discoloration. The swelling begins within minutes and reaches 


Fic. 2.—Partly dissected head of adder (Vipera berus) with 
venom gland and duct displayed. 


the axilla or groin in five or six hours. It is tender but not very painful. 
After several days it slowly subsides. The general symptoms vary greatly. 
There may be marked collapse or simply slight malaise. Fright undoubtedly 
plays a part. Usually within twenty minutes of the bite the patient feels 
faint and vomits. He may have abdominal pain and sometimes diarrhcea. 
More severe cases show swelling of the lips and face—the general effects of 
venom absorbed from a peripheral bite. The symptoms of collapse pass off 
in six to eight hours, but pyrexia may continue for a few days. 

Young victims suffer more severely than older ones, and most of the 
deaths reported have been in children. Recovery is complete as a rule, 
but some patients say they have some swelling and discoloration which 
recurs each summer. Occasionally an adder bite has been the starting point 
of thrombophlebitis. 


TREATMENT 
It may be said at once that most cases of adder bite in adults are not serious. 
The amount of poison injected is very variable and a bite by an adder 
does not necessarily mean adder-bite poisoning. Suction of the bite is 
reasonable and natural but it must be done immediately. Another measure 
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which may help is a tourniquet such as a handkerchief tied round the 
finger, arm or leg, if applied at once. It need not be very tight as venom is 
injected superficially and travels by lymphatics. The tourniquet should be 
relaxed for half a minute or so every twenty to thirty minutes. Other local 
measures, such as incising the bite and rubbing in crystals of potassium 
permanganate, are not advised. Indeed, incision of the site of bites by 
poisonous snakes in experimental animals decreased the survival period. 

Antivenene has its greatest value if given at once but it is not 
usually immediately available. Being obtained from immunized horses it 
can itself cause dangerous symptoms and so its use should be reserved 
for cases with serious symptoms. We are not troubled in Britain by having 
to decide whether the snake was one against whose bite there is an antivenom. 
We can assume that a snake bite in Britain is an adder bite. Serum for adder 
bite is prepared by the Pasteur Institute in Paris and is obtainable in vials 
of 10 ml. in the United Kingdom only from Allen and Hanburys Ltd, 
7 Vere Street, London, W.1. Telephone GROsvenor 7571. Telegraphic 
address VereBurys, Wesdo, London. Ask for antivenomous serum E.R. 
(the letters stand for European reptile). When ordering by telegram the 
code word RANER preceded by the number of vials should be used. This 
serum keeps well and maintains its potency for about five years. 

It would be wise to avoid the use of serum in a patient known to suffer 
from asthma or eczema but, if the severity of symptoms call for serum in 
such a patient, 0.2 ml. of a 1 in 10 dilution in physiological saline should be 
given subcutaneously. If no ill effects occur within half-an-hour, 0.2 ml. of 
undiluted serum should be given and a further watch kept. If nothing further 
develops, the full dose may be given, but any reaction calls for graduated 
doses in slow sequence. Even in a non-allergic subject it is wise to start 
with an intramuscular injection of 0.2 ml. of serum and to wait half-an-hour. 
In all cases adrenaline injection B.P. (1 in 1000), aminophylline B.P. 
(0.25 g. in 10 ml.) and an antihistamine such as chlorpheniramine (‘piriton’), 
1-ml. ampoules (10 mg.), should be at hand. If 1,500 international units of 
hyaluronidase are given with the serum its absorption from an intramuscular 
injection will be rapid and the intravenous route can be avoided. Except 
when the patient has been actively immunized against tetanus it would be 
wise to give 3000 units of tetanus antitoxin. Penicillin or other antibiotics 
may be needed at the doctor’s discretion. 


Figures 1 and 2 are reproduced from ‘Emergencies in Medical Practice’, edited 
by C. Allan Birch, by kind permission of the publishers, E. & S. Livingstone Ltd. 


Reference 
Walker, C. W. (1945): ‘Notes on adder bite (England and Wales)’, Brit. med. 7., 
ii, 13. 


C. ALLAN BIRCH, M.D., F.R.C.P. 
Physician, Chase Farm Hospital, Enfield. 
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THE USE AND ABUSE OF DARK GLASSES 


Ir is true to say that in the weather conditions usually prevailing in Great 
Britain dark glasses are rarely, if ever, a necessity provided that the eyes 
are healthy and free from abnormality. 


INJURIES CAUSED BY SUNGLARE 

The normal eye is well adapted, by reason of the pigment which it contains 
and the fact that the pupil becomes contracted in bright light, to withstand 
considerable light stimulation without any ill-effect to its structure. If, 
however, the eye receives ultra-violet light in considerable degree, as may 
be caused by reflection of very bright sunlight on the snow, then the 
surface structure of the eye—the cornea—may suffer the effects of burn. 
Although this condition (photophthalmia or snow blindness) is very painful 
it can readily be cured leaving no permanent disability. It rarely occurs 
except at high altitudes and when the sun is extremely strong; hence the 
chance of its occurring in the British Isles is almost negligible. Ordinary 
crown-glass spectacles are largely protective against this condition although 
with Crookes A tint or, better still, Crookes B (or its equivalent) glare is 
also eliminated. 

Another more serious injury to the eyes can occur through staring directly 
at the bright sun for a period of time. This may cause a burn of the retina 
resulting in a small central blind area in the visual field, which may be 
permanent. (Owing to the fact that this has occurred through viewing an 
eclipse of the sun with inadequate glasses it is usually known as eclipse 
blindness.) The only efficient protection is by means of special glasses of 
British Standards Specification (B.S.S. 679, 1947) or, alternatively, a glass 
heavily coated with soot, or several layers of over-exposed photographic or 
x-ray film (Duke-Elder, 1954). 


MEDICAL INDICATIONS 
In many diseases or abnormalities of the eyes dark glasses are indicated in 
bright light in order to relieve symptoms such as pain, watering or ocular 
discomfort, for example :— 

(1) Inflammatory lesions such as conjunctivitis, corneal ulceration, 
keratitis, irido-cyclitis, choroiditis. 

(2) Opacities in the eye media, i.e. corneal opacities, lens opacities 
(sometimes). 

(3) Eye conditions associated with enlargement of the pupil such as 
congenital aniridia, coloboma of the iris, paralysis of the sphincter pupille, 
the use of mydriatic drops such as atropine. 

(4) Inadequate pigment in the eyes as in albinism. 

In industry there are certain occupations, such as electric welding and 
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glass making, in which special protective dark glasses are essential. These 
are invariably provided where needed. 


OTHER INDICATIONS 

There are many circumstances in which dark glasses although not essential 
are nevertheless of considerable help. They are restful to the eyes in bright 
sunlight, especially when there is glare off a white surface or any large 
surface which reflects the light, such as the sea or a wet shining road. Thus 
they are helpful when sailing, when driving a motor car, and when flying, 
especially if facing the sun. They are also helpful as tinted lenses for anyone 
who has to wear fairly strong glasses constantly, because they reduce glare 
caused by reflection from the surfaces of the spectacle lenses. Fair-skinned 
people who have correspondingly less pigment in their eyes usually find 
bright sunlight more trying than those who are dark, and apart from this 
some people are more sensitive to bright light than others: e.g. those who 
are in poor general health or who suffer from allergic conditions such as 
hay fever, but even then dark glasses are never needed indoors. 

There are other more frivolous reasons for wearing dark glasses. Some 
people will tell you that they wear dark glasses to prevent people from 
talking to them, or as a means of camouflage if there is some ocular dis- 
figurement. Others will explain that by wearing dark glasses they can 
restfully close their eyes without appearing to be rude when listening to a 
boring conversationalist. Many women who are short-sighted wear their 
correcting lenses only in the form of dark glasses in order to give the 
impression that they are not really in need of spectacles. Others confess 
that they wear dark glasses in sunlight mainly to prevent wrinkles. Certain 
people wear dark glasses in order to try to appear younger than they actually 
are. This indeed makes sense, for it is common knowledge that wrinkles 
around the eyes, slight drooping of the eyelids and sinking of the eyeballs 
are all signs which signify the ageing process, and which can all 
be hidden by dark glasses. Others wear dark glasses merely as a 
form of exhibitionism. 


TYPES OF GLASSES 
The most popular type of dark glasses is Crookes B (or its equivalent) or 
Polaroid, both of which give adequate protection against glare and excessive 
ultra-violet light. There is, however, probably no harm in wearing com- 
paratively cheap dark glasses of any kind. Incidentally, in the case of young 
children a broad brimmed straw hat is probably a more suitable protection 
(when necessary) against excessive sunlight than dark glasses. 


CONCLUSION 
To sum up, although dark glasses are of great value in certain circumstances, 
their constant use, unless indicated for medical reasons, is in general to be 
deprecated for this not only induces a fixed dislike of light of an intensity 
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NOTES AND QUERIES III 


which is perfectly harmless, but may result in a real inability to endure it 
unaided without suffering considerable discomfort. 


Reference 
Duke-Elder, S. (1954): ‘A Textbook of Ophthalmology,’ London, Vol. vi, p.6500. 


T. KeiTH LYLE, C.B.E., M.D., M.CH., M.R.C.P., F.R.C.S. 

Surgeon and Medical Officer in Charge of Orthoptic Department, 
Moorfields Eye Hospital (High Holborn Branch); 

Ophthalmic Surgeon, King’s College Hospital. 





A Holiday in Brittany 





Query.—I am visiting the South Brittany coast 
f France this summer and would be glad of 
dvice on the following points :— 

(1) I wish to take with me a basic medical 
kit which would normally include such items as 
a few ampoules of morphine sulphate, pethi- 
dine, phenobarbitone sodium. Are _ there 
Customs regulations regarding such drugs? 

(2) As there will be children in my party I 
am wondering whether the milk to be found in 
this area of France will be pasteurized? I believe 
that the drinking water is not regarded as safe 
unless boiled. Is there any other method of 
tendering it safe since boiling may not be 
convenient? 

(3) Gastro-enteric upsets, apart from any 
specific infection, are said to result from the 
change of food. Would a mixture of kaolin and 
morphine B.P.C. be the best remedy? 








(4) Is inoculation with T.A.B. advisable for 

travellers on the continent? 
RepLy.—A medical man has no more right to 
take out of the country or into a foreign country 
any item on the dangerous drugs list than has the 
layman. In short, a special permit would have 
to be obtained from the Customs authorities 
if this were thought advisable. It is very un- 
likely that any question would be made of a 
few tablets of opium such as may be useful in 
the case of diarrhcea or of phenobarbitone or 
other barbiturate, especially if they were con- 
tained in a box suitably labelled and obviously 
therefore to be regarded as medicines prescribed 
for individual use. 

Certainly the milk in France must not be 
assumed to be pasteurized. The danger of 
various forms of bacterial infection from milk, 
or for that matter from water, is considerable 
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throughout France and that leads me to reply 
to the final question that it is of course highly 
desirable that T.A.B. inoculation should be 
carried out. I saw two cases of typhoid only 
last year acquired in northern Britanny and, 
two years before, amabic dysentery almost 
certainly acquired in southern Brittany. 

If the questioner can be satisfied that a 
gastro-enteric upset is not due to any specific 
infection but merely due to a change of food, 
no doubt some mild kaolin mixture would help, 
but in fact these bouts of diarrhcea on the 
Continent are nearly always due to dirt con- 
veyed by fingers and flies. One of the best 
standbys is, of course, sulphaguanidine. 

A. H. DouTHWAITE, M.D., F.R.C.P. 


Fissure-in-Ano 
Query.—I have a male patient, aged 55,"who is 
a sedentary worker. He complains that he cannot 
sit for any length of time at his work because of 
soreness in the rectal region. In 1946 he had an 
emergency operation for strangulated internal 
and external hemorrhoids. In 1954 he had an 
operation for chronic fissure-in-ano with hyper- 
trophic, polypoid, granulated tissue. Since this 
time the fissure, which is at about 3 o’clock, 
has never healed. It has filled in but has never 
become epithelized. He has tried baths, daily 
toilet with great care, and cod-liver oil ointment. 
Repty.—The position of this fissure suggests 
that it may be specific in origin. A common 
cause, however, for non-healing of an anal 
wound is lack of drainage due to insufficient 
removal of perianal skin or the presence of a 
tight internal sphincter. I am sure that this case 
should be regarded with suspicion and that 
further advice is necessary. 

C. NAUNTON MorcaNn, M.S., F.R.C.S. 
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Chorionic Gonadotrophin in 
Obesity 

Query.—I should be grateful for an expert 
opinion on a query I have had from patients 
regarding what they have read in the popular 
press about hormone injection treatment of 
obesity. Apparently a practitioner in Rome 
gives a daily injection that is said to mobilize 
abnormal body fat and make the patient not 
desire more than his 500-calorie diet. In one 
report the substance mentioned is ‘chorionic 
gonadotrophin’. It also mentions that it has 
been written up in The Lancet. What I should 
like to know is:— 

(1) What do the experts think of this treat- 
ment, from experience of it and _ similar 
therapies? 

(2) Is there any rational theoretical basis 
for it? 

(3) Should it be tried by a practitioner who 
would not normally ‘mess about’ with hor- 
mones? If so, what daily intramuscular in- 
jection dosage? What contraindications to it? 
What toxic effects are possible? 

(4) Is there any authoritative literature on the 
subject? 


Repty.—The paper referred to is probably 
‘The Action of Chorionic Gonadotrophin in the 
Obese’ by A. T. W. Simeons (Lancet, 1954, ii, 
946). This physician practises in Rome. The 
author reported his experience with this treat- 
ment in over 500 cases, the patients being main- 
tained on a 500-calorie reducing diet and 125 
units of chorionic gonadotrophin intramuscularly 
daily. He concluded that, although gonado- 
trophin alone does not reduce weight, it does 
make a very drastic caloric curtailment possible 
and appears to render abnormal fat deposits 
readily available. He suggests that chorionic 
gonadotrophin is specifically concerned with 
the control of obesity. Another article in which 
favourable results are reported is by U. 
Butterini (Rif. med., 1957, 71, 146. Abstracted in 
Exerpta Medica, Endocrinology, 1958, 12, 
Abst. no. 391). 

Recently I have tried this treatment in three 
cases. In two, satisfactory weight loss was pro- 
duced. As my experience is thus so limited I 
am not in a position to form a personal opinion 
of its value, but I consider that the method is 
well worth a trial. In my cases I treated them 
first with a reducing diet and then with a 
reducing diet and chorionic gonadotrophin. 

The theoretical basis of the | treatment, 


according to Simeons, is that it has long been 
advocated for Fréhlich’s syndrome, in which 
there is a deficiency of gonadotrophin (in my 
opinion the obesity of Fréhlich’s syndrome is 
primarily due to a hypothalamic disturbance, 
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but such a disturbance can produce a deficiey 
secretion of gonadotrophin). 

I see no reason why this form of thera 
should not be tried by general practitioners, } 
in boys a watch should be kept for 
hypertrophy. I know of no contraindications , 
toxic effects. 


‘ enit; 
A. W. SPENCE, M.D., F.R.C?) 


Aurotherapy in Rheumatoid 
Arthritis 


Query.—Is it allowable to give gold 
(sodium aurothiomalate; ‘myocrisin’) during 
periods of mild pyrexia in cases of rheumatoii 
arthritis? 


Repty.—As the mode of action of gold in 
rheumatoid arthritis is not known, this question 
cannot be answered on theoretical grounds, 
Before steroids were available, gold was often 
used during the febrile phases of rheumatoid 
arthritis: in fact, the more active the diseas 
the greater was thought to be the indication for 
its use. Some go so far as to regulate the dosag 
of gold by the activity as indicated by the sedi- 
mentation rate, a drop in sedimentation rat 
suggesting reduction in the quantity of gold to 
be administered. 

Today some may consider that acute phases 
of rheumatoid arthritis with fever are best con- 
trolled by steroids, but aurotherapy is certainly 
not contraindicated when fever is present. 

G. D. KERSLEY, T.D., M.D., F.R.C.P. 


Urethral Discharge 

Query (from a reader in Iraq).—One of my 
patients states that occasionally, due to strain 
during defzcation, he notices the passage of two 
or three drops of white suspension similar t 
semen from the urethra. This has been hap- 
pening for the past three years. A month ago after 
intercourse with a prostitute he complained o 
urethral itching and suspected gonorrhea 
Sulphadiazine was administered (4 tablets 
initially followed by 2 tablets 4-hourly for 
three days). After this the itching disappeared 
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but the urethral discharge remained. Is there 
any possibility of his being infected with 
gonorrhcea? Is there any need to have bacterio- 
logical examination of the fluid? What treatment 
do you advise? 


RepLy.—It is common for a few drops of semen 
to be expressed from the urethra as the result 
of passing a hard stool, especially in the case of4 
man who is living continently. Many people do 
not notice this, or do not worry about it, until 
they begin to inspect themselves closely from 
fear of venereal disease following promiscuous 
intercourse. The story told suggests this 
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sequence of events. The urethral itching de- 
scribed may also be an anxiety symptom. The 
probability is that there is no cause for worry, 
but the patient is likely to go on worrying 
unless he is fully investigated to determine or 
exclude the presence of infection, and that is 
the right course to follow. 

AMBROSE KING, M.B., F.R.C.S. 


Cross-Infection with Trichomonas 
Vaginalis 

aif’ QUERY.—What is the best method of preventing 
ing cross-infection with trichomonas vaginalis by 
rubber gloves? A large number of patients 
examined vaginally seem to incur the infection 
after vaginal examinations, especially at hospital 
antenatal clinics. 


RepLy.—The best method is undoubtedly to 
use fresh sterile gloves for each patient. Failing 
a supply of individual sterile gloves, I have 
always found that the following routine is 
effective, in that I have never, in over twenty 
years, been accused of infecting a patient at 
i-™the clinic with either trichomonads or gono- 
cocci :— 

(1) After treating a patient soak the gloved 
hands in 1 in 20 ‘dettol’. 

(2) Wash with soap under running hot water, 
paying particular attention to the examining 
fingers. 

(3) Dry with a disposable paper towel, or on 
.f2 clean dry portion of towel from some such 
machine as a ‘towelmaster’. 

(4) Apply glove powder, making sure the 
gloves are now perfectly dry. 

It must also be remembered that the examina- 
tion table may be the source of infection. This 
should be swabbed over with 1 in 20 ‘dettol’, 
then dried, and an individual paper towel placed 
“Bon the part on which the patient sits. ‘ 
Marjorie MuRRELL, M.B., B.S., F.R.C.S.ED., D.P.H. 


Resistance to Tuberculosis 

Query.—A tendency to ‘peaking’ in the inci- 
dence curve of pulmonary tuberculosis in adoles- 
cent females is still evident. Since, in general, 
both sexes share a similar environment, could 
the presence of the female sex hcrmones account 
for this high incidence in females as compared 
with males of similar age? If this were so would 
it be justifiable to alter the hormonal state by 
the administration of androgens to adolescent 
females not responding to adequate drug therapy 
and for whom operative procedures are not 
indicated? 


RepLy.—The possibility that the complex hor- 
monal activity of puberty might have a depres- 
sive effect upon the resistance to tuberculosis 


has been the subject of considerable experi- 
mental work but, as Hart and Rees have pointed 
out (Lancet, 1950, ii, 391), the results have been 
indefinite and contradictory. In the absence of 
an experimental lead therefore it does not seem 
justifiable to embark upon empirical therapy and 
to risk some of the undesirable side-effects asso- 
ciated with the administration of androgens to 
young female patients, however tempted one 
may be by the apparent clinical association 
between adolescence and increased suscepti- 
bility. 

Lack of response to adequate drug therapy in 
such cases would be unusual and would suggest 
either drug resistance or an unsuspected flaw in 
the chemotherapy regime. The exploration of 
these possibilities would seem a more profitable 
line of approach than the prescription of male 
hormones. 

R. Y. KEERS, M.D., F.R.C.P.ED. 


Effects of Sterilization 


Query.—In cases in which further pregnancies 
are not advisable, it is possible to do (a) a liga- 
ture of the Fallopian tubes, (b) ligature of the 
vas deferens. Does either of these techniques 
lead to metabolic or endocrine changes in the 
male or female? I have been told that, in both 
male and female, there were gross changes. 


Rep.y.—Neither of these techniques should 
lead to any metabolic or endocrine changes. 
The effect of (a) should be solely to prevent 
passage of spermatozoa through the tubes to 
reach the ovum, and hence its fertilization. 
Salpingectomy, for reasons other than steriliza- 
tion, has no metabolic or endocrine influence, so 
there is no reason why tubal ligation should. 
The effect of (b) is simply to prevent passage 
of spermatozoa through the vas deferens, so 
that the semen becomes azoospermic. It has no 
effect upon sperm production in the testis, or 
on the secretion of male hormone. Con- 
sequently, no physiological effects, either on 
sexual function or on other bodily functions, 
should follow (apart, of course, from the 
sterility). 

The possibility of psychological reactions to 
the patients’ knowledge that they have been 
rendered sterile is quite another matter. In 
susceptible individuals, these could indeed 
account for gross changes, but it must be 
emphasized that these are psychologically and 
not physiologically determined. No doubt it is 
to these possible effects that the query refers. 
Clearly, the likelihood of a psychological 
reaction to either of these sterilization pro- 
cedures must be considered before a decision 
is reached to carry them out. 

G. I. M. SwYEer, D.M., M.R.C.P. 








Polythene Tubing and Water 
Supplies 

Query.—Please advise me on the safety of using 
polythene tubing for cold-water pipes. Is this 
chemical quite inert from the health viewpoint? 
I recall storing cold water in a plastic bottle 
while climbing last year and found that the water 
was very unpleasantly tainted so that it was 
unfit for drinking. This experience makes me 
rather suspicious of the polythene tubing which 
is now coming into common use, as it is much 
cheaper than copper. 


Rep.y.—Polythene tubing for cold-water pipes 
as made to the British Standard Specification is 
an entirely safe material and has been used 
most successfully in many countries. There have 
been a few isolated reports of the taste of water 
being affected and we believe that your corre- 
spondent’s experience might have arisen from 
the fact that under certain conditions oxidation 
of polythene can result from exposure to ultra- 
violet light. This can occur if natural un- 
pigmented polythene articles are exposed to 
strong sunlight out of doors and one con- 
sequence of this oxidation is the development of 
odour and taste. 

Steps should therefore be taken to protect 
polythene containers for potable liquids so far 
as possible from exposure to strong sunlight. 
If such exposure is unavoidable, oxidation can be 
prevented by the incorporation of at least 2% 
of well-dispersed carbon black in the polythene 
and this is precisely the method of protection 
adopted in the manufacture of polythene pipes 
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for drinking water. The carbon black acts ag, 
screen against ultra-violet light and at the same 
time is entirely unaffected by water or ordinary 
domestic liquids and cannot be leached out by 
them. 

All experimental and other evidence shows 
the material to be harmless. 












D. KENWIN HArrIS, M.B., B.S, 











Standing on One’s Head 
Query.—Some people do the exercise of 
‘standing on the head’ for a time every morning. 
What benefit can be expected from this exer. 
cise? For men past middle-age, is there any 
danger in doing this exercise, even though some 
have been doing it for years? 

Rep.y.—aAs one who has practised this exercise 
daily for at least forty years, my opinion can 
hardly be regarded as unprejudiced! This and 
similar exercises became a fashionable cult half 
a century ago as a corrective to the disadvantage 
we incur from walking in the erect attitude. | 
doubt if the alleged malevolence of visceroptosis 
is in any way ameliorated, but I think there is 
some circulatory advantage especially in regard 
to the venous return and a kind of massage to 
the splanchnic pool. The abdominal musculature 
is also benefited. 

I cannot see any danger accruing. Possibly 
some digestive disturbance might result from 
regurgitation of food if the exercise were taken 
soon after a meal, but that is the only criticism 
I would advance. 

Sir ADOLPHE ABRAHAMS, 0.B.,, 
M.D., F.R.C.P. 


PRACTICAL NOTES 


A New Oral Anticoagulant 


ANISINDIONE is ‘an excellent oral anticoagulant’, 
according to W. F. Connell and G. A. Mayer 
(Canadian Medical Association Journal, May 15, 
80, 785) as a result of their experience of its use 
in a series of 169 patients. Of these, 58 had acute 
myocardial infarction, 62 had acute coronary 
insufficiency, 18 had acute thrombophlebitis, 16 
had pulmonary embolism, and four had cerebral 
thrombosis. In most cases treatment was 
initiated by the intravenous injection of 100 mg. 
of heparin and by the simultaneous oral ad- 
ministration of 500 mg. of anisindione. A sup- 
plement of 500 mg. of ascorbic acid daily was 
routinely prescribed. Heparin therapy was 
maintained by further 100-mg. intravenous 
injections at intervals of six to seven hours 
during the day and eight to ten hours at night. 








When the standard clotting time had risen to 
fifteen minutes heparin was given 12-hourly; 
when it reached sixteen to seventeen minutes 
heparin was discontinued. After the initial dose, 
anisindione was given in doses of 300 mg. on the 
second and third days and 200 mg. on subse- 
quent days. For the maintenance of a steady 
therapeutic effect anisindione must be given on 
a daily dosage schedule and adjusted according 
to the standard clotting time. Vitamin K1 in 
20-mg. doses, either orally or intravenously, 
was found to lower an unduly prolonged 
standard clotting time to safe levels within five 
to eight hours. No side-effects were encountered, 
but there were 10 episodes of bleeding: four of 
mild epistaxis, three of gross hematuria, one of 
mild vaginal bleeding, one of moderate gastro- 
intestinal haemorrhage, and one of bilaterd 
adrenal hemorrhage. 
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PRACTICAL NOTES 


Asthma in Childhood 


TuE child with an acute attack of asthma should 
be treated initially with the well-known, time- 
red and proven medications and methods’, 
ccording to S. J. Levin (A.M.A. Fournal of 
Diseases of Children, April 1959, 97, 432). If 
rapid improvement does not ensue within 
velve to twenty-four hours, short-term steroid 
herapy with prednisone should be instituted. 
For children over 5 years of age the following 
dosage schedule is recommended, starting with 
10 to 20 mg. a day in divided doses:— 


Day Dose Times 

mg. daily 

I 5 2to4 

2 5 2 to3 

3 5 2 to3 

4 5 1to2 
5 5 I 
6 2.5 I 
7 2.5 I 


Although there is no direct relationship between 
age and dosage of prednisone, a smaller initial 
dose is used in younger children, but it is re- 
duced on the same schedule. Whenever pred- 
nisone has been given in this manner, relief of 
wheezing and dyspncea has occurred in twelve 
to twenty-four hours. To avoid relapses, anti- 
biotics and other symptomatic therapy should be 
continued along with the prednisone and for at 
least forty-eight hours after prednisone is 
stopped. The only side-effects the author has 
encountered with this dosage schedule have 
been ‘rare instances of gastric disturbance’. 
The view is expressed that ‘in contradistinction 
to short-term therapy the prolonged use of 
steroids for the treatment of asthma in children 
entails considerable danger and is not recom- 
mended for the routine treatment of the 
asthmatic child’. 


Prochlorperazine in Acute 
Alcoholism 

SATISFACTORY results are reported by J. Thimann 
and J. W. Gauthier (New England Journal of 
Medicine, April 30, 1959, 260, 915) from the use 
of prochlorperazine, one of the so-called tran- 
quillizers, in the control of acute alcoholism. 
They report their findings in 45 patients with 
chronic alcoholism, whose addiction had lasted 
from three to twenty-six years. There were nine 
women and 36 men in the series, their ages 
ranging from 28 to 79. All but three of them 
were admitted in an intoxicated state after bouts 
of sustained drinking lasting three days to two 
months. The usual initial dose was 30 mg. intra- 
muscularly, but this varied from 20 to 50 mg. 
Ten patients required initial doses of up to 100 
mg. intravenously, and five were given initial 
doses of 30 mg., in sustained-release capsules, 
twice daily. Subsequent maintenance dosage 
Was 30-mg. capsules twice daily for two to seven 
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days. The results were considered ‘excellent’ in 
three (6.6%), ‘good’ in 18 (40%), ‘fair’ in 15 
(33.4%), and ‘poor’ in none (20%). In other 
words, 36 (80%) ‘benefited from therapy with 
prochlorperazine’. Acutely intoxicated patients 
who received intramuscular or intravenous in- 
jections ‘usually relaxed and were dozing within 
ten or fifteen minutes after the first injection and 
were able to sleep well for about five hours’. 
No side-effects were observed, even in the four 
patients with hepatomegaly. The results are 
summarized as follows. ‘Uncomplicated re- 
coveries from acute intoxication with pro- 
gressive improvement under maintenance 
therapy with prochlorperazine, were the rule. 
Tension and tremor were relieved without 
clouding of the sensorium. As a result the 
“acute” ward became more quiet and was more 
easily managed’. 


Spiramycin in Non-Gonococcal 
Urethritis 


SATISFACTORY results are reported by Lieut.-Col. 
B. Levy (fournal of the Royal Army Medical 
Corps, April 1959, 105, 87) from the use of 
spiramycin in the treatment of non-gonococcal 
urethritis. He reports his findings in a series of 
48 patients treated at the British Military 
Hospital Singapore, who received either 5 g. 
in five days or 7 g. in seven days. In all cases 
250 mg. were given six-hourly. The treatment 
was considered successful in 38 cases. Of the 10 
patients who failed to respond, seven relapsed 
during the second and fourth week after 
treatment was completed, one relapsed at the 
eighth week, one was not seen again, and one was 
re-treated after re-exposure to infection. There 
was little difference between those who received 
a course of 5 g. (five failures and 18 successes) 
and those who received 7 g. (four failures and 20 
successes). In other words, ‘as is found in the 
treatment of non-gonococcal urethritis with 
“‘aureomycin”, increased dosage does not in- 
crease the cure rate—an important consideration 
in view of the cost of the drug’. Side-effects 
were minimal and were only elicited on direct 
questioning: eight patients stated that they had 
looseness of the bowels. In no case was it 
necessary to discontinue treatment. 


‘Grease-Gun’ Injuries 

In recording a case of ‘grease-gun’ injury, 
Richard Harrison (British Journal of Surgery, 
March 1959, 46, 514) expresses the view that 
such injuries, due to injection into the hand of 
fuel oil or lubricating grease under high 
pressure, occur more often than is commonly 
believed. The pressure under which the 
lubricant emerges from such guns is measurable 
in thousands of pounds per square inch. 
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Injuries are usually sustained when the gun is 
being cleaned, or while it is being directed at a 
piece of machinery which is being steadied with 
the operator’s other hand. This means that the 
left hand is usually the one involved. Pressure 
on the trigger will blow the grease into a finger 
or hand placed in front of the nozzle, even if 
it be several inches away from it. Immediately 
after injury the damaged part feels numb and 
looks swollen. The entry wound is usually 
inconspicuous, with only slight skin damage and 
little or no bleeding. Severe pain develops 
within twenty-four hours, and at this stage the 
appearance of the hand suggests an-acute in- 
fection, but its temperature is not raised. 
Untreated the condition may progress to a dry 
or a moist gangrene. The treatment of choice is 
early incision of the injected part and the 
mechanical removal of as much grease as 
possible—up to 60 ml. have been removed on 
occasion. Hot soaks are to be avoided as in- 
creasing the metabolic demands of tissue which 
is already ischemic. In cases in which amputa- 
tion is deemed necessary, it should be deferred 
for some time as the eventual area of necrosis is 
often much less than the early -appearances 
suggest. 


Hydrocortisone Hemisuccinate 


Suppositories 

HYDROCORTISONE hemisuccinate, in the form of 
a rectal drip, has been used successfully in the 
treatment of ulcerative colitis. A rectal drip, 
however, involves a certain amount of incon- 
venience for the patient, and is also rather 
wasteful of an expensive form of treatment in 
those cases in which the lesions are localized to 
the rectum and the recto-sigmoid area. Investi- 
gations have therefore been carried out into the 
possibility of producing a satisfactory sup- 
pository and, according to W. Trillwood 
(Pharmaceutical Journal, May 16, 1959, 182, 
357), this has been achieved with the following 
formula :— 


Hydrocortisone hemisuccinate sodium 
(very finely powdered) 10 mg. 
Cocoa butter Ig. 


As the steroid is insoluble in the cocoa butter, 
care must be exercised to ensure even distri- 
bution throughout the melted base before 
pouring into the moulds. The addition of suf- 
ficient water to dissolve the hydrocortisone 
hemisuccinate sodium is not permissible as the 
steroid is unstable in aqueous solution. 


Marking-Ink Poisoning 

A SMALL outbreak of marking-ink poisoning in a 
maternity-home nursery is reported by Dorothy 
H. E. Ramsay and Cedric C. Harvey (The 
Lancet, May 2, 1959, i, 910). In the maternity 
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home in question all napkins have been marked 
by a sewing-machine for some years and the uy 
of marking ink had long been discontinued, 
Owing to a breakdown in the return from th 
laundry, however, it was necessary to issue 7 
new napkins from stock. As the sewing-machin 
was temporarily out of order, these wer 
marked with the maternity-home stamp, using 
a bottle of old marking ink, and they were pu 
into use, without being laundered first, x 
18.00 hours. At 20.50 hours the same evening 
an 8-day-old infant became cyanosed. By 23.0 
hours he was so cyanosed that oxygen wa 
required, and the following day he was trans. 
ferred to a children’s hospital, where he de. 
veloped signs of cerebral irritation. He wa 
given ascorbic acid, 200 mg., by mouth, and an 
intravenous injection of 5 mg. of methylene blue. 
Within a quarter of an hour of the injection his 
colour had returned to a normal pink, and he 
ultimately made a complete recovery. When 
examined the day after this baby took ill, five 
other babies in the home were found to bf 
slightly cyanosed, but none of them required 
any treatment and their colour returned to 
normal within twenty-four hours. In recording 
this small outbreak of methemoglobinemia due 
to marking ink, attention is drawn to the neces- 
sity for impressing upon all concerned with the 
management of babies the need for ensuring 
that marking ink is never used for the marking 
of napkins. It is also recommended that am- 
poules of methylene blue should be kept in every 
hospital emergency-treatment outfit for use in 
such cases should they occur. 


Bismuth Pentasilicate 

BisMUTH pentasilicate, according to Henri 
Thaly (La Presse Médicale, March 28, 1959, 
67, 649), is the most satisfactory bismuth pre- 
paration for the treatment of gastro-intestinal 
disturbances. It not only relieves pain, but acts 
as a protective covering for any inflamed area. 
Its main value is in the treatment of peptic ulcer, 
in which, it is claimed, it not only relieves the 
symptoms while the ulcer is active, but will also 
prevent the onset of exacerbation if its use is 
continued during the quiescent stage. Its 
superiority over other bismuth salts is attributed 
to its greater adsorptive power which, in tum, 
is attributed to the fineness of its granules. It is 
also claimed to be of value in the treatment of 
alcoholic gastritis, gall-bladder dyspepsia and 
appendicular dyspepsia. It appears to be 
equally useful in the treatment of the dyspepsia 
associated in some patients with the administra- 
tion of phenylbutazone ‘and cortisone, and the 
diarrhoea which may complicate the administri- 
tion of the broad-spectrum antibiotics. 
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REVIEWS OF BOOKS 


ernia. By Str HENEAGE OGILVIE, K.B.E., 
M.CH., D.M., F.R.C.S. London: Edward 
Arnold (Publishers) Ltd., 1959. Pp. 135. 
Figures 51. Price 28s. 
Ir is refreshing at this time, when most writers 
to be writing more and more about less 
d less, to find that a master of his subject 
condense the controversial subject of hernia 
into 130 pages. When one says ‘hernia’ it should 
‘herniz’ because all types are included, with 
ndescended testis and exomphalos thrown in 
or good value. One usually expects from Sir 
eneage a provocative slant and a reviewer 
hopes to have much with which to disagree; not 
o here. The writer has covered this vast subject 
cidly, and in a practical way in which no 
urgical detail, however small, is overlooked. 
or the student working for higher examinations 
ihe various eponymous operations, some now 
historical, for the inguinal hernia are explained 
ind evaluated. He points out that the theory and 
practice of hernia repair are often in conflict, 
hat unfortunately the anatomically correct 
epair may not, by virtue of poor tissues, always 
ave the most permanent result. At one point 
getding an operation the author says ‘I have 
ot the temerity to criticise’, this coming from 
sir Heneage came as a shock as one of his main 
nctions in surgery over the past few years has 
en his willingness to debunk anything that 
acks of quackery. The illustrations are clear, 
lefinite and helpful, but the reviewer is not sure 
yhether the Cremaster dressed as Cupid has 
y deep-seated ulterior significance. A vein of 
pptimism pervades the book: 90% permanent 
uccess with direct hernia does not represent, 
nfortunately, the results of all his colleagues; 
so to say that a truss can control all direct 
ernie must indeed mean a strong truss or a 
veak patient. In the baby hernia one must 
tisagree. No child should be asked to wait until 
e is 2 to 4 years old to have an operation 
hich can be safely dealt with from three months 
nwards. Why does he tie the small blood-vessels 
with linen thread and the neck of the sac with 
atgut? I would prefer the reverse when my 
ernia is repaired. 
This is a good book, a thoughtful book, and 
ritten in Ogilvian English. It should be in the 
ands of all students, registrars, and particularly 
onsultants responsible for teaching. 


arly Diagnosis. Edited by HENRY MILLER, 

M.D., F.R.C.P. Edinburgh: E. & S. 

Livingstone Ltd., 1959. Pp. vii and 400. 

Price 25s. 

HE tone of this book is set in the first chapter by 
Lord Cohen of Birkenhead with a few pages of 


clinical wisdom and guiding principles which are 
a delight to read. Dr. Henry Miller has chosen 
his team well; six are from his own medical 
school at Newcastle and the remainder from 
many centres in England and Scotland. The 
neurological chapters, and particularly those on 
poliomyelitis (Michael Kramer), psychosis 
(Desmond Curran), and alcoholism (Alexander 
Kennedy) are very attractive and Henry Miller’s 
own on “Two Common Diseases’ (disseminated 
sclerosis and Parkinsonism) is a fine clinical 
dissertation, but no chapter is dull and each 
contains much information not to be found in 
ordinary textbooks. Although written for the 
general practitioner, every doctor would profit 
from perusal of this very readable book and 
should buy it or choose it as a present. 


Long-Term Illness. Edited by Micuaet G. 
Wou1, M.D. Philadelphia and London: 
W. B. Saunders Co. Ltd., 1959. Pp. xix 
and 748. Illustrated. Price £5 19s. 

THis interesting book, with contributions from 

seventy authors, and written in two parts, 

hardly fulfils its title. The first part deals with 
the general principles relating to the care of 
long-term or chronic illness. This section is 
certainly in keeping with the title and contains 
much information of value as well as being full 
of practical suggestions on the management and 
rehabilitation of persons suffering from long- 
term illness. The second part of the book is a 
mixture of a textbook of medicine and a text- 
book of chronic illness. It is difficult to under- 
stand what has been the guiding principle in the 
selection of either the subjects or the amount of 
space allotted to some of the chapters. Eight 
pages allotted to skin diseases seems somewhat 
disproportionate to the frequency of chronic 
skin diseases at all ages, and particularly in the 
young and in the elderly. Furthermore, ten 
pages allotted to chronic diseases in the elderly, 
even when a number of chronic disorders in the 
elderly, such as hemiplegia and Parkinsonism 
are dealt with under separate chapters, would 
still seem a small proportion of the text. The 
absence of a chapter on bronchitis will surprise 

British readers but' perhaps even more so the 

absence of a chapter on mental disorders. 

These comments indicate the difficulty of selec- 

tion and must not detract from the fact that 

many of the sections in part 2 contain an ex- 
cellent account of the different therapies avail- 
able and all stress the holistic approach, with 
full reference to every phase of rehabilitation. 
General practitioners and consultants would 
find in some of the chapters an excellent 
summary of present practice and the different 
forms of therapy available but the selected field 
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makes the book incomplete and, although every- 
one would benefit from reading this volume, 
many may feel that it would be an expensive 
addition to the library. 


Clinical Neurophysiology. BY JOHN 
MARSHALL, M.D., F.R.C.P.Ep., M.R.C.P., 
p.P.M. Oxford: Blackwell Scientific Pub- 
lications, 1959. Pp. viii and 296. Figures 
159. Price 37s. 6d. 

THE aim of this book, according to the author, 

is ‘to give the clinician a sufficient background of 

knowledge to enable him to view his clinical 
practice from a scientific standpoint and 
appreciate the significance of the advances in 
neurophysiology which are being made’. As such 
it subserves a most useful function. In few fields 
of medicine have there been such rapid advances 
in basic knowledge but, couched in technical 
language and buried in specialist journals, it has 
been difficult for the clinician to keep in touch 
with what was going on and sort out the new 
information which would be of help to him. 

This task Dr. Marshall has undertaken for him 

and thereby earned the gratitude of his col- 

leagues in general medicine. From his opening 
chapter on ‘the nerve impulse’ to the concluding 
one on ‘the visual system’ he has presented 
current knowledge in a practical and lucid 
manner, in which he seldom fails to see the wood 
for the trees. In between he discusses equally 
lucidly recent advances in our knowledge of 
such perplexing problems as the brain-stem 
mechanism, the thalamus and the frontal lobe, 
and transmission at the neuromuscular junction. 

This is yet another publication of which 

‘Queen Square’—the home of British neurology 

—has every reason to be proud. The clinician 

who ignores this book does himself a gross dis- 

service. 


Nutrition and Atherosclerosis. By Louis N. 
Katz, M.D., JEREMIAH STAMLER, M.D., 
and RutH Pick, m.p. London: Henry 
Kimpton, 1959. Pp. 146. Figures 67. 
Price 37s. 6d. 

Tuts book is a review of a most important 

topic and is based upon a lecture given by the 

senior a.ithor who has international fame as an 
organizer of research in this field. With the 
help of his co-authors the lecture has been 

expanded until it covers no less than 787 

references from the literature and for this reason 

alone deserves the gratitude of a great many 
physicians and research workers. The vast 
material has been digested into a pabulum of 
quite readable narrative. The text reminds one 
of the boy who summarized a half-hour sermon 
by saying it was about sin—and the preacher 
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was agin it. Here the reiterated theme is; 
danger of a diet which contains too mg 
calories, too much fat, especially animal § 
composed of saturated fatty acids, and of food 
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containing cholesterol. Perhaps it is _parthfinstance 


narrative seems at times repetitious and th 
modern hyphenated jargon, e.g. ‘nutritie 
metabolic, cholesterol-lipid-lipoprotein t}, 
of atherogenesis’, adds nothing of elegar 

the prose. Slight compensation is afford 


because the literature is so enormous that spe re! 


the occasional arresting piece of out o 
way information: e.g. that middle-aged fin 
and Rotarians in Helsinki climb their lac 
and eat their lunches with a level of chole 
in their blood which even exceeds that 
average American. Although diet is th 
predominating theme of the review, ho 
anticoagulants and anti-hypertensive di 
honourably mentioned, and the final cha 
therapy is a balanced and reasonable sur 
the present position, stressing what is pra 
and well founded and leaving as unproven 
not as yet worthy of recommendation wh i 
speculative or merely impractical. 

The practitioner who wants to arm himse 
with the strong circumstantial evidence which i 
the foundation of the modern dietetic treatre 
of atherosclerosis will find all that evid } 
within these pages, and the principles and m.! 
of the detail of that therapy concisely sun 
marized in the last chapter of it all. 


The Borderland of Embryology and Path 
logy. By R. A. WILLIs, M.D., F.R.CP 
p.sc. London: Butterworth & Co. (Pub 
lishers) Ltd., 1958. Pp. ix and 660 
Figures 244. Price gos. 

PATHOLOGISTS have already good reason to be 

grateful to Professor Willis and his new bool 

will earn him further gratitude—primarily frot 
pathologists and clinicians who are concerne( 
with the diagnosis and care of development] 
and hereditary diseases; but also from embryo: 
logists and anatomists who, as he emphasizes 
may learn a great deal about the normal fron 
a pathologist’s experience of the abnormal. Hi 
begins with a review of experimental embryc: 
logy and the development of embryonic an¢ 
foetal tissues. He then covers with remarkabl 
completeness the range of developmental an 
hereditary abnormalities—malformations, vee 
tiges, heterotopias, metabolic disorders, hamar- 
tomas and embryonic tumours, and _ infective 


and other foetal diseases. There are chaptenj 


also on regeneration and repair in adult tissues 
and on metaplasia, relating these phenomena to 
the embryonic potentials of the tissues. 

The collection of an enormous amount @ 
information from the fields of normal embryo 
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gy and of pathology within one cover makes 
\is a uniquely useful book. Since so large a field 
is covered, some of it is only briefly summarized. 
The chapter on inborn metabolic disorders, for 
instance, gives only bare outlines, with a few 
basic references for each disease. But most of 
‘he field is exhaustively discussed and critically 
iewed with the crisp clarity characteristic of 
quthor. One is never in doubt as to what he 
.«s; and his logical mind and vast experience 
his conclusions authoritative. The illus- 
ons—mainly original photomicrographs— 
numerous and excellent. Read in continuity 
' at leisure this book will interest and 
hten every medical biologist. As a source 
ual reference it should find a place in 
ookshelves of every pathologist and 
rician. 


ovascular Collapse in the Operating 

yom. By HerBertT E. NATOF, M.D., 

id Max S. Sapove, M.D. Philadelphia: 

. B. Lippincott Co.; London: Pitman 
Medical Publishing Co. Ltd., 1958. 
Pp. xvi and 197. Figures 15. Price 45s. 
CARDIAC operations, the extensiveness of many 
urgical procedures in other parts of the body, 
| the ever-increasing number of patients 
ith severe systemic disease submitted to anzs- 
hesia and operation, have all combined in the 
past ten years to stimulate interest in cardio- 
vascular collapse. In this excellent book the 
iuthors describe every aspect of the subject, but 
the essence of the work is contained in the third 
chapter in which the mechanisms of cardio- 
vascular collapse are discussed. Here is no 
abstract picture of unsubstantiated facts, but a 
full description of the multiple and preventable 
insults that are so often present immediately 
oreceding cardiac arrest. Sudden reflex cardio- 
vascular collapse—that conveniently vague and 
all-too-frequently used term that includes vagal 
inhibition—thus receives its just deserts; there 
are usually better-defined causes such as hypo- 
volemia, hypoxia or hypercapnia to be found if 
the physician cares to look for them. 

This book contains much sound common 
sense, besides a valuable and detailed study of 
the literature. It is well worth buying and 
“eading. 


Clinical Biochemical Methods. By A. L. 
TARNOKY, B.Sc.TecH., Px.D. London: 
Hilger & Watts Ltd., 1958. Pp. x and 
239. Figures 11. Price 50s. 

Tus is a compendium of 104 clinical biochemi- 
cal methods. Each account includes the principle 
upon which the method depends, the specimen 
or procedure required to provide the specimen, 
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and the technical details of the analysis. There 
then follow the interpretation of the results of a 
qualitative test or the method of calculation of a 
quantitative test, a brief statement of normal 
results, a list of reagents and finally brief re- 
marks upon special aspects of the test. The re- 
viewer would have preferred a rather more 
critical approach as well as a more complete 
account of the clinical implications of the results 
obtained. Since space is wasted by beginning 
the description of each method on a new page 
this could easily have been done without in- 
creasing the length of the book. The methods 
make use of equipment essentially of British 
manufacture which may spoil the appeal of the 
book to countries outside the Commonwealth. 

The methods chosen are presumably those 
employed in the author’s own laboratory an 
are rapid, simple, straightforward and suffi- 
ciently accurate for clinical purposes. It is sur- 
prising, however, that urinary sugars are identi- 
fied by the osazone test rather than by paper 
chromatography or the highly specific enzyme 
tests, that the Robinson-Power-Keppler test is 
described in detail without any account of 17- 
hydroxycorticosteroids in blood or urine, that 
no account is given of the recently developed 
tablet or strip tests for the qualitative examina- 
tion of urine and that the measurement of 
blood pH is considered in only two pages with- 
out indication of the difficulties which may be 
encountered. In spite of these points of criticism 
the book rightly deserves a place on the bench 
of every hospital biochemist. 


The Operation. By LEONARD’ ENGEL. 
London: Museum Press Ltd., 1959. 
Pp. 255. Price 18s. 

Tuis book is an account, with commentaries, of 

a single operation taking place in Operation 

Room J of the Minnesota Hospital. The opera- 

tion is the repair of an interventricular defect 

in a girl of 14 by ‘open heart’ surgery, using the 

Lillihei heart-lung machine. The account is a 

minute-by-minute commentary on the operation 

as it proceeds, with digressions during pauses 
in the work to discuss the education of doctors 
and nurses, the development of asepsis, of 
anesthesia, and of blood transfusion, and the 
evolution of cardiac surgery and of the heart- 
lung machine. The account starts at 6.50 a.m. 
with the entry of a technician wheeling the 
heart-lung machine, and ends at 1.29 p.m. with 
the dressings being applied and the little 
patient saying ‘Hello’ to the anesthetist. 
Leonard Engel is a layman, a professional 
writer. He knows how to write and, having spent 
much time with the surgeons who planned and 
carried out the operation, he knows what to 
write. He has produced a fascinating book that 
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will thrill any intelligent reader who likes to hear 
about the other man’s job. A surgeon might 
want to skip some of the asides, and would want 
to tell the fat surgeon on the ‘jacket’ to put on a 
cap before he leans over the wound. For the 
public for whom it is written, “The Operation’ 
is as good as it could be. 


NEW EDITIONS 

Viral and Rickettsial Infections of Man, edited 
by Thomas M. Rivers, M.D., and Frank L. 
Horsfall, Jr., M.D., in its third edition (Pitman 
Medical Publishing Co. Ltd., 63s.) is virtually 
a new book. The subjects covered by the seven 
new chapters include ‘Biochemistry of the virus- 
infected cell’, ‘Virus-Host cell relation’, and 
‘Chemotherapy and virus infection’. As an in- 
dication of the vast extension of knowledge 
which has occurred since the last edition was 
published it is interesting to note that the 
number of contributors has now increased to 
forty-four. The new edition amply maintains the 
reputation of its predecessors as the standard 
work of reference on this increasingly important 
branch of medicine. Although the advances in 
basic knowledge are admirably covered, the 
emphasis throughout is on the clinical aspects of 
the subject. This is a book which clinicians in all 
branches of medicine will find of continuing 
interest in the management of their patients. 


Textbook of Surgery, edited by H. Fred Moseley, 
D.M., M.CH., F.R.C.S., F.A.C.S., third edition 
(Henry Kimpton, £6 7s. 6d.).—It is a pleasure 
to discuss a surgical textbook that can be recom- 
mended unreservedly. This one can be read with 
profit by any man from student to professor 
who wishes to be informed or to rub up his 
information on any surgical matter. The appear- 
ance and feel are American. It has the heavy 
glazed paper, the double-column pages of fine, 
but not small type, and the numerous illustra- 
tions associated with transatlantic productions. 
The arrangement, the clear and _ scholarly 
writing, and the general planning are the work 
of an Oxford scholar. This is the third edition, 
and it would be out of place to discuss its plan 
in detail. Suffice it to say that every chapter 
contains an excellent discussion that includes an 
introductory survey on general principles. The 
coloured figures, which are numerous, are first- 
class. A feature that will be useful to a teacher 
who wishes to use this book as a background 
to a series of lectures is that most of the chapters 
include a list of films bearing on the subject, 
where they can be obtained, and how long they 
run. Any surgeon who can afford the price of 
this excellent book can be advised to buy it. 
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Diseases of Metabolism, edited by Garfield G. 
Duncan, M.D., in its fourth edition (W. B. 
Saunders Co., £6 9s. 6d.) has undergone carefy 
revision. Its subtitle—‘Detailed methods of 
diagnosis and treatment’—accurately describes 
its coverage. Its scope is indicated by the fact 
that, although the chapter on diabetes mellitus 
exceeds 150 pages, there is a supplementary 
chapter of 18 pages on ‘Juvenile diabetes’. Op 
the whole, the balance between clinical and 
laboratory aspects is well maintained. The de- 
finition of ‘diseases of metabolism’ for a book 
such as this must obviously be artificial, but 
there are few important clinical aspects of the 
subject that are not covered in this encyclopaedic 
volume. 


Grosse Arzte, by Prof. Dr. Henry E. Sigerist, 
in its fourth edition (J. F. Lehmanns, DM 32).— 
This edition of Henry Sigerist’s well-known 
historical work ‘Great Doctors’ will presumably 
be the last. It adds to previous accounts of great 
doctors, the lives of August Bier, René Leriche, 
and a short account of Henry Sigerist’s life, 
from the editor Leo Norpoth. The short account 
of Sigerist himself is particularly welcome since 
when he died in 1957 an unfinished scheme for 
his own life story lay on the writing table in the 
study of his Swiss home at Pura. The new lives 
written by K. Vogeler and F. G. Beer bring the 
story of ‘Great Doctors’ up to the year 1955. 

This story of medical history, which 
extended through so many years of Sigerist’s 
life, must now be considered complete. All 
those, and there must be many, who want to 
read it in its entirety will be able to do so in 
this fourth edition. It is to be hoped that an 
English translation will soon follow. 





The contents of the August issue, which will contain 
a symposium on ‘Heredity and Hereditary Disease,’ will be 
found on page A 114 at the end of the advertisement 
section. 





Notes and Preparations see page 121. 
Notes from the Continent see page 125. 
Fifty Years Ago see page 127. 
Motoring Notes see page A 89. 

Travel Notes see page A 93. 

Bridge Notes see page A 97. 





INDEX AND BINDING CASES 

The index to Vol. 182 (January-June, 1959) will be for- 
warded to all subscribers as soon as possible. Binding 
cases for this and previous volumes are available in green 
cloth with gilt lettering, price 6s. each, post free. 
cases are made to hold 6 copies after the advertisement 
pages have been removed; they are not self-binding. 
Alternatively, subscribers’ copies can bound at a 
inclusive charge of 15s. per vol ; this includ 
cost of binding case and return postage. 
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€ fact F)erMAPHYTEX’ contains borotannic complex, 
ellitus 0.92°, in a solvent of ethyl acetate and alcohol, 
ntary J.d is supplied as paint for topical application 
”. On f, the treatment of mycotic infections of the 
| and Bin, especially tinea pedis. It ‘dries quickly to a 
e de- Bolourless, adherent film which is gradually 
book Bissolved by skin moisture, resulting in a slow 


|, but find sustained release action of the borotannic 
of the Bomplex’ and has ‘the ability to reach the deep- 
pedic Ring fungi which frequently make these in- 
ections so difficult to control’. Issued in 15-ml. 
rush-bottles. (Distributed by Savory & Moore 
erist, f td., 60-61 Welbeck Street, London, W.1.) 
2).— 
OWN FrRENANTOL’ preparations contain p-hydroxy- 
nably ropiophenone (H-365) and are intended for the 
great Featment of ‘anterior pituitary hyperfunction, 
Fiche, ind hyperstimulinic syndromes’. They are said 
life, 0 have ‘a remarkable pituitary moderating 
unt Betivity’ and to be non-toxic. Issued as tablets 
since Bfo.25 g. in boxes of 25, and as a 12% ointment 
€ for n tubes of 45 g. (Distributed by Leda Chemicals 
n the Ltd. (Pharmaceutical Division), Berk House, 


lives Portman Square, London, W.1.) 
g the 


hich INJECTION CODELSOL’ contains 20 mg. of pred- 
rist’s pusolone 21-phosphate as the di-sodium salt in 
All Rach ml. of a buffered solution containing 25 mg. 
pf nicotinamide in each millilitre, and is intended 
or the treatment of acute adrenocortical in- 
bufficiency and other acute conditions that 
respond to intensive adrenocortical steroid 
herapy. It is said to be so rapidly absorbed 
hat ‘therapeutic response is evident almost as 
uickly after intramuscular administration as 
fter intravenous administration’. Supplied in 
als of 2 ml. (Merck Sharp & Dohme Ltd., 
oddesdon, Herts.) 
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MADECASSOL’ preparations contain asiaticoside 
the active principle of Centella asiatica), which 
s a cicatrizing agent said to be of ‘exceptional 
value’ in the treatment of refractory wounds, 
uberculous lupus, and in the adjuvant treatment 
fleprosy. It is contraindicated in renal disorders 
d in hypertension. Issued in armpoules of 25 
g. for parenteral administration (boxes of 3 
ogether with 3 ampoules of solution for mixing) 
an ointment containing 0.5% asiaticoside and 
».25% trypsin, and as a powder containing 2% 
asiaticoside and 1% trypsin. (Distributed by 
Leda Chemicals Ltd. (Pharmaceutical Division), 
Berk House, Portman Square, London, W.1.) 
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‘TeRRA-CORTRIL’ spray contains 300 mg. of 
oxytetracycline as the crystalline hydrochloride 
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and 100 mg. of hydrocortisone alcohol, and is 
intended for the treatment of superficial in- 
fections of the skin, particularly those in which 
‘either anti-inflammatory or anti-bacterial effects 
(or both) are desired’. Issued in pressure-packed, 
plastic-covered glass bottles. (Pfizer Ltd., 
137-139 Sandgate Road, Folkestone, Kent.) 


PHARMACEUTICAL NOTES 
Boots PurE Druc Co. Ltp. announce the 
introduction of ‘lignostab’ dental anesthetic in- 
jection, each 2 ml. of which contains 2% ligno- 
caine hydrochloride. Also available with the 
addition of adrenaline 1:80,000 (‘lignostab A’) 
or with noradrenaline 1:80,000 (‘lignostab N’). 
Issued in nitrogen-filled tins containing 50 
‘viules’. (Station Street, Nottingham.) 


Duncan FLockHart & Co. LTD. announce that 
their range of tubocurarine products now in- 
cludes ‘injection of tubocurarine chloride B.P.’. 
Available in ampoules of 1.5 ml. (15 mg.) in boxes 
of 6 and 50. (16 Wheatfield Road, Edin- 
burgh, 11.) 


IMPERIAL CHEMICAL INDUSTRIES LTD. announce 
the introduction of ‘coomassie blue (medical)’, 
a dye for use in hospitals in the investigation of 
cardiovascular function. It is the sodium salt of 
anilino-hydroxyazonaphthalene sulphonic acid. 
Its advantages are said to include low toxicity, 
the fact that large doses can be given without 
the need to control oxygenation of the blood, 
and ‘it does not stain the patient’s skin blue’. 
Issued as solutions of 2% and 4% w/v in 5-ml. 
ampoules in boxes of 10. (Pharmaceuticals 
Division, Fulshaw Hall, Wilmslow, Cheshire.) 


Truroop Lrtp. announce that ‘gooseberry 
dessert’ and ‘pineapple and rice’ have now been 
added to their ‘spoonfoods’ range of strained and 
homogenized baby foods. Suitable for infants 
from the age of four or five months. (113 
Newington Causeway, London, S.E.1.). 


NEW APPARATUS 


‘SONISCOPE’ is the name of a new lightweight 
electronic stethoscope which ‘amplifies other- 
wise inaudible sounds while filtering out all 
unwanted noises’. It can be used by two people 
at the same time, or one output can be connected 
to a loudspeaker or used for tape recordings. 
Its use in obstetrics is said to have proved 
‘revolutionary and dramatic’, e.g. in the detec- 
tion of the onset of foetal distress and in the 
field of foetal cardiology. (Faraday Electronic 
Instruments Ltd., Cambridge.) 
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“THERMALAY’ electrically heated underfelt in- 
corporates a series of automatically controlled 
electric wires in an ordinary underfelt, which 
is simply plugged in to a 5-amp plug in the 
skirting board. This provides an even heat over 
an entire room, ‘at low cost and with complete 
safety’. (Shelf Mills, Shelf, near Halifax, 
Yorkshire.) 


ROYAL MEDICAL BENEVOLENT 
FUND 
THE Royal Medical Benevolent Fund announce 
that they have now moved their headquarters 
to the following address: 37 St. George’s Road, 
Wimbledon, London, S.W.19. (Telephone no.: 
Wimbledon 1792). 


TEENAGERS 
THE July issue of Mother and Child, the journal 
of the National Baby Welfare Council, contains 
a symposium on “Teenagers—Their Conflict 
in a Changing World’. The contributors include 
Sir John Wolfenden and Lady Cynthia Colville. 
Copies (price 2s. post free) can be obtained 
from the National Baby Welfare Council, 31 
Gloucester Place, London, W.1. 


THE HEALTH OF BUSINESS 
EXECUTIVES 
THE medical research unit of the Institute of 
Directors has started an inquiry into the value 
of top executive medical examinations. Any 
doctor who does even a very few examinations 
annually can participate, and the unit would 
welcome their cooperation. Details can be 
obtained from Dr. H. B. Wright, Institute of 
Directors, 10 Belgrave Square, London, S.W.1. 


PHARMACEUTICAL ADVERTISING 
CODE 
THE Association of British Pharmaceutical In- 
dustry has prepared a ‘Code of sales promotion 
practice for medical specialists in the United 
Kingdom’. In discussing ‘mailings’ it is laid 
down that ‘the “‘basic N.H.S. cost’’ of products 
must be given in or with all medical product 
literature except where reference to cost would 
be inappropriate’, that ‘sensible restraint must 
be exercised upon the frequency with which 
mailings on individual products are sent out’, 
and that ‘requests from doctors to be removed 
from mailing lists must be honoured’. The 
section on ‘samples’ states that ‘unsolicited 
samples of normally harmless products must be 
of quantities small enough not to be dangerous 
to children’, whilst ‘samples of products that it 
would be unsafe to use except under medical 
supervision must not be sent unsolicited through 
the post. When they are sent in response to a 
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request, they must be packed so as to be reay 
ably secure against the package being opened 
young children’. Non-adherence to the 
makes a member liable to exclusion from 4 
Association. 
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THE METRIC SYSTEM 









“ee ra eadily to 
Memseers of the Association of British Pha 
ceutical Industry ‘would welcome the adop 
of the metric system in the United Kingdoaiyyzess t 
according to the recently published annfiia) co 
report of the Association for 1958-59. On tHheople’s 2 





question of the minimum period which wo 
be required to give effect to such a change, th 
majority felt that they would be able ton 
substantial use of the system within a period &ych is 
one year. Answers to a questionnaire circulat Register ( 
by the Association to its members showed thil-om the 
whilst the Imperial system is still used tofiomen ai 
considerable extent in the manufacturing 03, Tar 
drugs, fine chemicals and galenicals, the use workers t 
the metric system has increased over the liparried \ 
five years. A number of companies were of tio% had 
opinion that the retention of the Impenfiag four 
system by the United Kingdom advers 
affected sales in overseas markets. It is 
interest to note that ‘a substantial majority’ 
members also supported the adoption by t 
United Kingdom of a system of decimal coinag 
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THE NEWLY BLIND 
A LEAFLET outlining the various forms of practic 







‘ isin f 
help available to the newly blind has beg, ee 
produced by the Ministry of Health. This useliown to 


publication, entitled ‘A Challenge: Living Bhgt only 
Full Life Without Sight’, explains how advil; 
can be obtained and describes life in the specif, 
residential social centres where the newly blin 
person can gain great benefit from sharing ¥ 
others similarly handicapped the experience 
adapting himself to a new way of life. Issued thot be sr 
local authorities for distribution through thej 
welfare machinery, and also to hospitals wil 
eye departments, copies of the Jeaflet may } 
obtained upon application to the Ministry @j 
Health, Savile Row, London, W.1. 















PREVENTION OF V.D. 
THE Minister of Health, concerned at th 
steady increase in gonorrhcea in recent yeats, 
urging local health authorities to greater effo 
in tracing contacts of infectious cases. Amongi 
other measures, medical officers of health havgkg majo: 
been asked to consider how best general prifears shi 











Ministry circular to local authorities, that 
relatively small group of promiscuous infecte 
women constitutes a most important factor i 
spreading the disease. These women, eith 
because they are unaware of the infection Mfye re 
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»€ Teasi™ ecause they fear restriction of their activities, 


pened Fe y well fail to attend for treatment or attend 
the Cofbaly after they have infected a number of men. 
from tfiattention is drawn to the greater risks run by 
ose who contract gonorrhcea now that some 
strains of the gonococcus are responding less 
eadily to treatment with penicillin. 
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HOLDING OUR OWN 

UNLESS there are great changes in economic or 
ocial conditions or another revolution in 
people’s attitude to marriage and the raising of 
hildren, of which there is no clear sign at 
present, the population will probably continue 
o replace itself, perhaps with a little to spare’. 


reriod Kuch is the conclusion reached by the General 
ae Register Office as a result of an analysis of data 
ved th 


om the 1951 Census. This shows that among 
7 toBvomen aged 45 to 49, the mean family size is 
1Ting @.o3, ranging from 2.64 amongst unskilled 
€ Use @yorkers to 1.49 for clerical workers. Among the 
the lifnarried women under the age of 50, just over 
Of tio% had not yet had a child, whilst 10% had 
imperfiiad four or more. Married couples have, on 
dverstiverage, a little over half their children in the 
it is first five years of marriage, and about 80% 
rs yithin the first ten years. 

vy. ti 


coinag 


ed to 
























CIGARETTES AND CANCER 
if Swedish State Tobacco Monopoly has 
_faunched a nation-wide advertising campaign 
practi hdvising smokers to avoid the risk of developing 
iS De#ancer of the lung by not smoking their cigarettes 
S uselifown to a small stub. The recommendation is 
at only about two-thirds of an ordinary sized 
‘igarette, and not more than half of a ‘King’ 
“ize kind should be smoked. To back up the 
‘™Zampaign the tobacco monopoly is making 
‘Bpecial rings in two kinds of filter-tip cigarettes 
0 show the point beyond which they should 
hot be smoked. 
This campaign follows the publication of a 
port by the Swedish Institute for National 
ealth, which recommends that even filter-tip 
igarettes should not be smoked down to the 
beginning of the tip. At least 25 mm. (just under 
inch) of the tobacco part should be discarded. 





at ™ SMOKE POLLUTION AND CANCER 


cars, ACCORDING to a report from the Medical 
effo™ Department of Osaka University, an analysis of 
mongBhe records of 38,145 necropsies carried out in 
h have major hospitals in Japan during the past ten 
| pears show that the percentage of persons dying 
8 Sf carcinoma of the lung was 3.3 to 5% in 
that @ndustrial areas, compared with 1.3 to 1.9% in 
ifectinon-industrial areas. 
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recent election of Dr. Jean Delay, a 
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psychiatrist as well as the author of a two-volume 
study of André Gide, brings up to four the 
number of doctors who are members of the 
Académie Frangaise. The others are Georges 
Duhamel, who was elected in 1935 and is better 
known as a novelist and writer; Pasteur Louis 
Joseph Vallery-Radot, who was elected in 1944 
and is a grandson of Louis Pasteur; and Henri- 
Jean Mondor, who was elected in 1946 and is an 
authority on Mallarmé and Verlaine. 


ATTEMPTED SUICIDE BY INSULIN 

A CASE of attempted suicide by insulin is re- 
ported by A. Domart et al. (Bull. Soc. méd. Hép. 
Paris, 1959, 75, 42). The patient was an alco- 
holic non-diabetic, aged 61, who gave himself, 
by subcutaneous injection, 500 units of prota- 
mine zinc insulin and 200 units of soluble 
insulin, following the death of his diabetic wife. 
Two interesting features of the case are that it 
was practically twenty-four hours before he lost 
consciousness and a doctor was called, and that 
a year later he showed signs of mental deteriora- 
tion. The latter is attributed to the effects on 
the brain of the prolonged hypoglycemia result- 
ing from the massive dose of insulin. After 
passing into hypoglycemic coma it was two days 
before he regained consciousness. In a review 
of the relevant literature, it is stated that there 
are on record 12 cases of attempted suicide 
among diabetics, four of which proved fatal. 
Only three cases have been reported in non- 
diabetics, and they were all associated with 
diabetics: i.e. a doctor, a diabetic’s cook, and 
the case recorded in this report. 


PUBLICATIONS 

Medical Terms, by Ffrangcon Roberts, M.D., 
F.F.R., in its third edition maintains its reputation 
as the best concise guide for the medical student 
to the origin and meaning of medical terms. In 
these days when so few students know any Latin 
or Greek, this book is one of the essentials for 
the intelligent student. (William Heinemann 
Medical Books Ltd., price 6s.) 


Enuresis or Bed-Wetting, by Franklin Bicknell, 
D.M., reads like a naturalist’s jotting book and 
is full of the varied detail of practical experience. 
Not all of it is of equal interest or critical value, 
but there is much to repay the reader, and to 
put one on guard against pitfalls. The author 
stands out firmly against the psycho-analytical 
explanation of bed-wetting. Statistical evaluation 
is lacking in some. of the points considered, 
such as the diagnostic importance of deformed 
ears. There is no detailed discussion of how to 
select cases for full urological study. And Sne 
may wonder whether it is on agricultural or 
neurological grounds that goats’ milk is recom- 
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mended for the whele family. The harassed 
doctor will find many additional remedies quoted 
but not necessarily recommended by the author, 
in which to take refuge for obstinate cases, such 
as salt-sandwich suppers and special raisins and 
black coffee at bedtime. (William Heinemann 
Medical Books Ltd., price 7s. 6d.) 


Habit Training and Bedwetting, by Sister Mary 
Martin, S.R.N., 8.C.M., is a booklet of 32 pages 
which contains a wide range of sensible advice 
on mothercraft generally. Its trend seems to be 
that a happy upbringing without dogmatic fads 
is in the long run likely to minimize the risk or 
the duration of enuresis. The importance of a 
sense of security for the child is asserted. Among 
minor doubts, one may query the recommended 
bedtimes as too early (6.30 p.m. up to 8 years and 
8 p.m. up to 14 years), and surely, the recom- 
mendation of a musical commode is carrying 
conditioned reflexes and incentives too far. The 
plight of the under-privileged majority scarcely 
bears contemplation, denied the esthetic heritage 
of music while their sigmoid works. (Delisle 
Ltd., price 1s.) 


The Preservation of Eyesight, edited by Sir 
Arthur Salusbury MacNalty, k.c.B., M.D., 
F.R.C.P., F.R.C.S.—This interesting little book 
has been prepared with the advice of an expert 
panel with the object of providing a sound 
account of the conditions which must be fulfilled 
in order to reduce the incidence of blindness 
both from accident and disease. The subject 
has been divided into fourteen brief chapters 
which cover basic structure and function, 
nutrition, lighting, common diseases and the 
disabilities of old age. To reduce these complex 
subjects to an essay of a little over 100 pages 
displays a mastery of the art of summary; this 
simple presentation condenses a wide range of 
knowledge in a most acceptable form. (John 
Wright & Sons Ltd., price 12s. 6d.) 


Painless Childbirth, by Fernand Lamaze, trans- 
lated by L. R. Celestin, is written for doctors, 
midwives and patients. The historical back- 
ground of childbirth without pain is explained, 
and an account of the work of Pavlov on con- 
ditioned reflexes is included. This is the basis 
of the psychoprophylactic method which origin- 
ates from Russia. Dr. Lamaze praises the work of 
Read, but explains that this did not go far 
enough and it failed to become accepted gener- 
ally. His method involves team-work and 
depends upon the education of the patient in 
such a way that she comes to regard labour as 
an entirely natural process in which she is 
interested, the interest being intense enough to 
overcome any painful stimuli in much the same 
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way that the man wounded in battle may ng 
notice his injuries. The inhibition by words js 
reinforced by a system of respiratory exercises, 
This is a most interesting and fascinating book 
which can be strongly recommended to all those 
interested in maternity care, and this include 
administrative staff. (Burke Publishing Co. Ltd, 
price 12s. 6d.) 
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World Directory of Venereal-Disease Treatment 
Centres at Ports is the latest edition of the WHO 
list of centres in ports throughout the world a 
which merchant seamen can obtain treatment 
for venereal disease. (H.M. Stationery Office, 
price 8s. 6d.) ' 


National Register of Medical Auxiliaries —Th 
Register of Operating Theatre Technicians for 
1959 is now available and will be supplied free to 
registered medical practitioners and employing 
authorities (others 5s. post free) upon application 
to the Registrar, Board of Registration of 
Medical Auxiliaries, B.M.A. House, Tavistock 
Square, London, W.C.1. 


Plague Fighter, by Wu Lien-Teh, M.D., LLD, 
is the autobiography of the Chinese physiciag 
who played such an important part in bringing 
under control the outbreak of plague in Ma- 
churia in 1910-11. It provides an interesting 
picture of medical life in China in the pre 
communist days. Not the least interesting pat 
of the book is the author’s account of his under- 
graduate days at Cambridge at the turn of th 
century. (W. Heffer & Sons Ltd., price 30s.) 













OFFICIAL PUBLICATIONS 
Studies on Medical and Population Subjects No 
15—Social and Biological Factors in Infai 
Mortality, by J. A. Heady, m.a., and M.A 
Heasman, M.R.C.S., L.R.C.P., D.P.H., contain 
much of the basic statistical data derived fromi 
large-scale inquiry, carried out jointly by th 
Social Medicine Research Unit of the Medici 
Research Council and by the General Registe! 
Office, into the death in infancy of children bon 
in 1949 and 1950 in England and Wales. (H.M 
Stationery Office, price £1.) 
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Duties, Organization and Staffing of the Medical 
Branch of the Factory Inspectorate is a Whi 
Paper based upon a departmental survey ci 
out by four senior officers of the Ministry ( 
Labour and National Service including 4 
Senior Medical Inspector of Factories. ( 
Stationery Office, price 9d.) 





CoRRIGENDUM.—Dr. Frankis Evans asks us to state t 
on page 770 of his article in our June issue (line 25) 
amount of levallorphan should read 1.25 mg., not 2.5% 
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NOTES FROM THE CONTINENT 


A European Newsletter 
FRANCE 


Pyridoxine and convulsions in the newborn.—A 
new etiology for certain cases of convulsions 
in the neonatal period has been advanced by 
M. Julien-Marie and his colleagues. This is a 
congenital metabolic disturbance which pre- 
vents these infants from utilizing pyridoxine. 
It is emphasized that it is a condition quite 
distinct from pyridoxine deficiency—which 
may also be accompanied by convulsions in 
infants. In the intervals between convulsions 
the infant shows signs of neuromuscular hyper- 
excitability, accompanied by movements of the 
eyes. The characteristic feature of the condition 
is the prompt response to large doses of pyri- 
doxine. In a case which they describe, within 
two minutes of the intravenous injection of 
10 mg. of pyridoxine the infant was sound 
asleep. Large maintenance doses are required 
to prevent recurrence of convulsions and to 
restore the electroencephalogram to normal. 
In the case recorded the daily maintenance 
dose was 4 mg. 


| Dehydration therapy in dermatology.—Although 


it is not always evident, an cedematous state of 
the skin is not uncommon in dermatological 
conditions, according to J. Meyer. In some 
cases, for instance, it may be discrete, whilst 
in others it may be intermittent. In others, 
again, it may only occur towards the evening. 
Examples of skin diseases in which such cedema 
occurs include the erythrodermias, vesicular 
eruptions and certain forms of psoriasis. In all 
of these, it is claimed that a method of dehy- 
drating the tissues is a useful addition to other 
forms of therapy. The method recommended is 
the administration of acetazolamide, a restricted 
fluid intake and a Kempner rice diet. It is said 
that such a regime provokes a diuresis within 
two to four days which has a most beneficial 
effect upon the local skin condition. It is 
suggested that it might also be of value in the 
treatment of dermatitis of the legs associated 
with varicose veins. 


A new anti-tuberculosis drug. —A preliminary 
report has recently been published by N. Rist 
and his colleagues on a new anti-tuberculosis 


is drug, to which the name ethioniamide has been 


given. It is an isonicotinic derivative, its 
chemical formula being «-ethylisonicotinic 
thioamide, It is active, both in vitro and in vivo, 
against tubercle bacilli that are resistant to 
other anti-tuberculous drugs, and _particu- 
larly those that are resistant to isoniazid. Its 
activity is intermediate between that of strep- 
tomycin and isoniazid. It is, therefore, par- 


ticularly useful to replace either of these drugs 
in the case of patients whose organisms have 
become resistant to them. It is active when 
given by mouth, and the effective dose is 10 to 
15 mg. per kg. body weight. Unfortunately, 
resistance develops as quickly to ethioniamide 
as to isoniazid. It is, therefore, essential always 
to adminster it in conjunction with one of the 
other anti-tuberculous drugs, and stress is laid 
upon the necessity for establishing the sensi- 
tivity of the infecting organism before embark- 
ing upon its use. 


A new oral hypoglycemic agent.—Details are 
given by E. Azerad and his colleague of a new 
guanidine derivative (N-N-dimethyldiguanide) 
which is said to be an effective oral hypogly- 
cemic agent. It is supplied in tablets each 
containing 0.5 g., and the initial daily dosage 
used was 2 to 3 g., given in three or four 
divided doses. Subsequently dosage was reduced 
to one to three tablets daily. The major side- 
effects are nausea and loss of appetite, but this 
can be largely overcome by giving the tablets 
with meals or by prescribing antacids. In a 
series of over a hundred cases, the diabetes was 
brought under control in 22%, and improved 
in 78%. The best results were obtained in 
older patients—over the age of 50—who had 
not received any insulin, but a number of 
younger diabetics also responded well, par- 
ticularly if they had never previously received 
insulin or had been on insulin for only short 
periods. 


Relapses with oral hypoglycemic agents.—The 
importance of keeping a careful watch on all 
patients receiving oral hypoglycemic agents is 
stressed by J. Guillon and J. Horeau. In 
discussing the patient on such therapy who, 
having been well stabilized, develops glycosuria 
and hyperglycemia, they emphasize that the 
first step is not to increase the dose. In their 
experience, the likeliest cause for the ‘relapse’ 
is that the patient has become careless about his 
diet. Careful dietetic control, they insist, is 
essential for the successful use of the oral 
hypoglyczmic agents and in the case of patients 
who have become careless in this respect, they 
find that resumption of the prescribed diet 
usually brings the diabetes under control 
without any increase in dose. If the ‘relapse’ 
occurs in spite of strict adherence to the pre- 
scribed regime, the likeliest cause is infection. 
In addition, however, there are occasional 
cases in which there is no apparent cause for the 
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‘relapse’. In such cases it must be assumed 
that the patient is no longer suitable for oral 
therapy, and must be switched on to insulin. 
The question is raised as to whether in these 
cases the oral agent has had a deleterious action 
on pancreatic function and thereby rendered 


GERMANY 


Surgeons in conference.—This is the season of 
congresses, and surgeons, physicians and 
cardiologists have all been meeting together to 
listen, talk and argue. After having devoted 
their annual meeting for several years to 
specialized aspects of their subject, this year the 
‘theme’ of the German Society of Surgeons was 
‘practical surgery’. The tone of the meeting 
was set by Professor W. Block, of Berlin, in 
his presidential address when he issued a 
warning against overvaluing new methods of 
treatment. Whilst 300 operations have been 
performed on the heart, at special centres 
using extracorporeal methods of maintaining 
the circulation, in the same period around one 
and a quarter million general operations have 
been performed. 

Emphasis was laid upon the need for careful 
pre- and post-operative care. Operative mor- 
tality, it was claimed, could be reduced con- 
siderably if such care were exercised, and it was 
pointed out that emergency operations without 
adequate preoperative treatment carry twice the 
mortality rate of planned operations preceded 
by careful preparation of the patient. 


Heart and lung surgery were much to the 
fore in the discussions, and a strong plea was 
made for the setting up of special centres for 
this purpose, and a warning issued against 
‘the misplaced pride and ambition’ which was 
threatening to establish such centres all over 
the country. In a paper on ‘Local lesions in the 
lungs’, Professor F. Linder, of Berlin, advised 
early operation for carcinoma of the lung, as 
this resulted in a cure in many such cases. In 
his experience, in a comparatively large per- 
centage (42%) of vague round localized 
shadows in the lung the diagnosis was car- 
cinoma, and it was in these cases that such 
satisfactory results could be obtained. Operative 
technique has been so improved that the 
operative risk is now so low that it can be 
ignored. So much so that in the case of an 
undiagnosed lesion, or when there is any 
suspicion of cancer, it is better to undertake a 
thoracotomy once too often than once too 
seldom. 
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the patient’s condition worse. Although such a 
possibility cannot be excluded on theoretical 
grounds, the risk is considered negligible 
provided always that there is no delay in ter- 
minating oral therapy when it is obviously not 
proving effective. 


‘F 


At a session of the ‘Society for zsthetic 
medicine’ attention was drawn to the fact that 
the main function of plastic surgery was to help 
people depressed as a result of congenital or 
acquired (e.g. wounds and burns) lesions. The 
so-called ‘beauty operations’, which received 
so much publicity, played a very minor part 
in the work of the plastic surgeon. 
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Rheumatoid —arthritis——‘Chronic —_ multiple 
arthritis’ (rheumatoid arthritis) occupied a 
large proportion of the time of The German 
Society for Internal Medicine, which met at} 
Wiesbaden under the chairmanship of Profes 
W. Brednow, of Jena. R. Schoen, of Gétting 
drew attention to the fact that about 1% of the 
population were affected. He emphasized the 
importance of differentiating it from rheumatic: 
fever, and drew attention to the fact that one of 
the difficulties in successful treatment was thé 
atypical onset of so many cases, which meant 
that a diagnosis was not made until the com 
dition was well established. In his experienc® 
about 60% of cases begin atypically—ofte 
with vague paraesthesiz# and myalgias. One 
the most characteristic findings is small sub 
cutaneous nodules—particularly on the extensof 
aspects of the arms. He drew attention to 
dysproteinemia—often quite severe—which 
may occur and which can at times progress # 
amyloidosis. 3 
For routine investigation he recommends thé) 
blood sedimentation rate. More complicated) 
tests, such as the sheep-cell absorption test, 
can only be carried out at special centres. Whilst 
steroid therapy is the most effective available 
at the moment, gold is coming back into use 
and, of course, physiotherapy must also be used. 
In a paper on ‘Steroid therapy of rheumatic 
complaints’, H. F. Bock, of Magdeburg, 
reported that for prolonged maintenance 
therapy he had found a combination of § to 7 mg. 
of prednisolone daily, with gold and phenyl 
butazone, of considerable value. In this con- 
nexion it is relevant to note that the treatment 
recommended by F. Stroebe, of Bremen, is a 
initial period of prednisone, followed by gold, 
the total amount administered being 3 to 4 8 
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‘Notes from the Continent’ are produced in collaboration with the Editors of Bruxelles-Médicl 
(Belgium), Le Concours Médical (France), Miinchener Medizinische Wochenschrift (Germany), 
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THAT gout was prevalent fifty years ago and 
that anything written on it attracted the attention 
lof the medical profession is suggested by the 
opening paragraph of ‘Notes by the Way’: ‘As 
the special Gout number of The Practitioner 
of July, 1903, has been reprinted twice without 
enabling us to meet the continued demand for 
the issue, it has been found necessary to bring 
out another number setting forth the present- 
day views on this malady and its treatment, so 








Sir James Galloway (ryea-t9ea), K.B.E., C.B., M.D., 
F.R.C.P., F.R.C.S. 


that our readers may have at hand the most 
recent and reliable information on the subject’. 
The entire issue is devoted to Gout, including 


. | Notes from Foreign Journals’ and ‘Notes by the 


Way’. ‘Reviews of Books’ and other regular 
features have been elbowed out of the way by the 
‘ld enemy’. Some of the articles, published six 
years previously, have been revised, enlarged, 
and brought up to date. “The fact that the 
majority of the communications . . . are original, 
fully justifies the view that, taken as a whole, 
this special number represents the most success- 
ful teaching of the day in regard to gout and its 
protean manifestations’. 
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Fifty Dears Ago 


‘For that old enemy the gout had taken him in toe!’—Thomas Hood: Lieutenant Luff. 
JULY, 1909 


The first article, ‘Notes Respecting the Dietary 
for Goutily-Disposed Persons’, is by Sir Dyce 
Duckworth, Bt., M.D., LL.D., Treasurer, 
Royal College of Physicians of London, Con- 
sulting Physician to St. Bartholomew’s Hos- 
pital, and is prefaced by a quotation from Bacon’s 
Essays: ‘Of Regimen of Health’:—‘Some 
physicians are so regular in proceeding according 
to art for the disease, as they respect not suf- 
ficiently the condition of the patient’. ‘I am of 
opinion’, Sir Dyce writes, ‘that many of the 
methods in practice relating to diet as well as to 
therapeutics for gout are founded mainly on the 
principle of treatment for the disease, and not 
for the patient . . . Men and women are not so 
many ninepins or human units invaded by 
morbid agencies. No two individuals, indeed, 
are precisely alike in respect of their con- 
stitution or metabolic processes’. ‘Claret, as 
grown in the Bordeaux district . . ., taken with 
a little water, is one of the safest wines to employ, 
and the same may be said of the lighter wines 
of the Moselle . . . The best qualities of cham- 
pagne, ten years old and not too dry, suit 
many gouty patients very well, if taken occasion- 
ally . . . No mixing of wines at any meal is 
permissible. A little mature port is often well 
borne by gouty patients’. On the subject of 
‘Alcohol and Gout’, the Editor quotes ‘an 
eminent physician of New York’ as having said 
that ‘he found champagne and port—carefully 
selected—the best remedies for his gout’. 
‘Certainly’, the Editor agrees, ‘many gouty 
persons find champagne the wine that suits 
them best. But it will also happen that gouty 
persons who have drunk champagne with im- 
punity for many years will suddenly find that it 
provokes some form of goutiness which dis- 
appears on relinquishing the use of this wine’. 

The article on “The Treatment of Gout in its 
Various Forms’, by Arthur P. Luff, M.D., 
F.R.C.P., Physician to St. Mary’s Hospital, 
contains quite a Hippocratic touch in its 
reference to ‘hepatic torpor’, for which there is 
no better treatment than a dose of ‘blue pill’ 
at night, followed by Epsom salts in the 
morning. 

‘The Cardiovascular Manifestations of Gout’ 
by Percy Kidd, M.D., F.R.C.P., Physician to the 
London Hospital, is described in ‘Notes by the 
Way’ as ‘one of the most important articles’ in 
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this number. ‘It is not claimed that the cardiac 
symptoms are in themselves characteristic, their 
gouty nature being inferred from their associa- 
tions. But it is obvious that there is a danger of 
attributing many symptoms that we cannot 
otherwise explain to gout. This pleases large 
sections of the public, who must have a label for 
every ailment, and, as we all know, there is a 
positive glamour about uric acid’, Percy Marma- 
duke Kidd (1851-1942) was educated at Upping- 
ham, Oxford, and St. Bartholomew’s Hospital 
and was elected assistant physician to the 
London Hospital in 1890, physician in 1899, 
and consulting physician in 1906. A physician 
of the old school and of handsome appearance, 
‘P.K.’ was fond of salmon fishing, golf, and 
music. 

James Taylor, M.D., F.R.C.P., Physician to 
the National Hospital, Queen Square (‘Gout in 
Relation to Disease of the Nervous System’) 
recognizes the existence in the gouty of a true 
glycosuric peripheral neuritis. 

James Galloway, M.D., F.R.C.P., Physician 
to Charing Cross Hospital and Physician for 
Diseases of the Skin (“The Cutaneous Mani- 
festations of Gout and their Treatment’) deals 
fully with ‘the thorny subject of the treatment 
of gouty eczema’. Sir James Galloway graduated 
M.B., C.M. at Aberdeen in 1886 and became 
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F.R.C.S. three years later. In 1894 he 
appointed physician in charge of the | 
department at Charing Cross Hospital, but, 
the same time kept up his interest in gener) 
medicine, and he edited the British Journal ¢f 
Dermatology from 1896 to 1904. He was 
K.B.E. in 1918. A man of urbane man 
infinite charm, and diplomatic tact, he was q 
fine archeologist and an able pianist. ; 

‘Notes from Foreign Journals’ report g 
lecture on the treatment of gout, given g 
l’H6pital Beaujou by Professor A. Robin: 
gouty subject must not lead a sedentary fj , 
but, on the other hand, must avoid fatigue, Ig 
regard to both physical and mental exercise, he 
should lead a well-regulated and temperate life) 
never forgetting the old adage, “Bacchus 
Venus are the grand-masters of gout” ’. 

‘A microbic hypothesis of the origin of gout 
has been advanced by Dr. C. Wynn Wirgmap 
he wants to know why all inflammation ¢ 
has all the characters of a microbic inv 
should be attributed to a chemical cause’. 

The last special number on gout conel 
with the words ‘gout is a disease which we do 
not understand’ . . . ‘even now . . . our informs 
tion lacks completeness and is still wanting: 
regard to full scientific accuracy’. : 
W. R. BL 
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